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PRESENT METHODS OF TREATING VARICOSE VEINS* 
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HE most important factor in a successful ap- 

proach to the treatment of varicose veins of 
the legs is a clear visualization of the special 
local abnormalities in venous blood flow that 
each patient presents. There is no one type 
of treatment that is applicable to all cases, but 
if the anatomie distribution of the superficial 
veins is kept in mind, and the findings of the 
Trendelenburg’ test with its amplifications are 
properly evaluated, a selection among the methi- 
ods of treatment now available may be intelli- 
cently made. 

HISTORY 


A routine method of inquiry is an efficient 
means of evaluating the symptoms referable to 
the varicosities. Frequently, because of the ob- 
vious nature of the veins, the patient attributes 
symptoms to them which, from the story alone, 
ean be ruled out as arising from this source. 
For example, any symptoms at or above the 
knee are, with few exceptions, not due to vari- 
cosities, and a history of intermittent claudica- 
tion is far more commonly attributable to ar- 
terial insufficiency than to stagnation in the 
venous channels. 

The questioning concerning the local condi- 
tion should be such as to reveal matters relat- 
ine to familial tendency to varicosities, dura- 
tion and inerease in size of the yeins, edema, ec- 
zema, ulceration, heaviness of the leg and past 
episodes of phlebitis. Inquiry concerning Sys- 
tems unrelated to the peripheral circulation is 
of obvious importance in forming some judg 
ment of the patient’s general condition. 


LABORATORY DATA 


In eases that show ulcerations, a urine analy- 
sis and a blood Hinton test should be done and 
cultures should be taken from the diseased area. 
If virulent organisms are found, conservative 
measures should be adopted to clear up the 
infection before proceeding with surgery, if any 
be indicated. 
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Diabetes and syphilis, if present, should be 
treated by an appropriate medical regime, but 
their presence, when under control. does not 
contraindicate the coneurrent treatment of the 
varicosities. 

Further laboratory data, although of signifi- 
cance in a complete study of the cases, are ir- 
relevant so far as treatment of the veins is 
coneerned. 


EXAMINATION OF THE PATIENT 


The first consideration is to know whether it 
is the long saphenous or the short saphenous 
system of veins that is at fault. -It is usually 
possible to tell this by inspection alone. Both 
the front and the back of the legs are examined 
with the patient standing. Palpation is the 
most accurate guide to the true size of such 
veins as can be seen. The presenee of an enlarged 
main internal saphenous trunk in the thigh is 
often obscured by the overlying subcutaneous 
tissue. However, by the Homans? modification 
of the Schwartz procedure, which is carried out 
by perecussing the main saphenous trunk at the 
knee with the fingers of one hand, its presence 
and size can be determined by the impulse 
felt with the fingers of the other hand when 
placed at the foramen ovale in the groin (fig. 1). 
Similar percussion over veins along the outer 
aspect of the lower leg will produce an impulse 
that is palpable behind the knee. This aids in 
establishing the fact that the latter veins are 
part of the short saphenous system and have 
their origin in the popliteal space. It ‘is not 
unusual to have these two systems communicate 
by a branch at the level of the knee and, in 
some instances, the veins on the lateral side of 
the leg may even arise primarily from this 
branch rather than from the main short saphe- 
nous trunk. By varying the points at which the 
veins are percussed as well as the points at 
which the impulse is palpated, an accurate de- 
termination of the actual origin of the varices 
can be made. In some cases, however, where 
the superficial veins are very small, the en- 
largements cannot always be shown to be the 
secondary manifestations of a dilated main trunk 
of either the long or short saphenous system. 
Such distended veins, and the so-called ‘‘flares’’, 
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which fall within the same category, are not vari- 
cosities in the usual sense of the term. 

Having established the distribution of the 
varicosities, the second important consideration 
is to determine whether the valves within these 
veins, as well as those in their deep communi- 
eating branches, are competent. The so-called 
Trendelenburg test is our best guide. It is car- 
ried out by elevating the patient’s leg as he 
lies on the table, applying a tourniquet about 
the thigh tightly enough to constrict the super- 
ficial veins, and then allowing him to stand 














FIG. 1 


Percussion of the vein with the lower hand transmits an 
impulse that can be felt with the index finger of the upper hand 
in the groin. This confirms the presence of an obscured main 
saphenous trunk in the thigh 


erect with the tourniquet still in place. Nor- 
mally there is no filling of the superficial veins 
for at least 30 seconds. This is because the 
valves in the communicating branches that con- 
nect the superficial to the deep system prevent 
the outward flow of blood, while the tourni- 
quet alone is sufficient to block any filling from 
above. If, under these circumstanees, filling 
takes place in less than 30 seconds, it is direct 
evidence of the incompetency of the valves in 
the communicating branches. With the pa- 
tient in the upright position, an abnormal re- 
verse flow from the deep to the superficial sys- 
tems results. The more rapidly this filling from 
below takes place, the more gross is the in- 





competence of these valves. If no appreciable 
filling takes place within the proper time, the 
tourniquet is released while the patient is still 
standing. Normally no filling of the superficial 
veins should take place at this time. This is 
because the valves counteract the effect of gray- 
ity and prevent any distal flow. If, however, 
the valves of the main saphenous trunk are in- 






































FIG 
t b. 
t shows the leg 10 seconds after standing with the tourni- 
quet applied Note the indentation of the collapsed vein and 
the complete absence of filling from below. This signifies com- 


petence of the valves in the perforating branches. 

“b’’ shows the same leg 2 seconds after removal of: the tourni- 
quet witn the veins distended by filling from above. This proves 
that the valves in the main trunk are incompetent (classifica- 
tion no. 1) 


competent a prompt filling of the system will 
take place (fig. 2). This test, in patierts that 
have no visible veins above the knee, confirms 
the findings of the percussion test and deter- 
mines the competence or incompetence of such a 
main trunk. In rare instances, as stressed by 
Mahorner and Ochsner*, the height at which 
the tourniquet is placed on the thigh will influ- 
ence the findings of this test. Thus, if the valves 
in the upper portion of the main saphenous 
trunk are competent and the incompetence of 
the valves originates by way of one of the deep 
perforating branches in the thigh—most com- 
monly at the junction of the middle and lower 
thirds—the suspected veins will fill from above 
if the tourniquet is placed above the midthigh. 
On the other hand, if it is placed at a lower 
level, they will fill from above only when the 
tourniquet is released. 
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When a short saphenous trunk is affected, the 
(rendelenburg test to determine the competence 
f the valves is carried out in a similar man- 
ner except that the tourniquet is placed just 
below the knee, and when both a long and a 
hort saphenous system are involved, the test 
should be repeated with the tourniquet at both 
evels. Only in this way ean the fundamental 























FIG. 3 
a b. 

“a’’ shows the leg 10 seconds after standing with the tourni- 
quet applied Note how extensively the veins have already filled 
from below This proves that the valves in the perforating 
branches are grossly incompetent and have failed to prevent 
1 marked refiux of blood from the deep to the superficial sys- 
tem 

“b’ shows the same leg 2 seconds after removal of the tourni- 
quet with but slight additional distention of the already engorged 
veins There is no ulceration or brawny edema (classification 

2) 


factors in the abnormal blood flow be deter- 
mined and the proper choice in the method of 
treatment be arrived at. 

Whenever there is filling from below with 
the tourniquet in place (fig. 3), the tourniquet 
should be removed before engorgement of the 
veins takes place in order to determine whether 
added distention of the veins takes place from 
above (fig. 4). 

When incompetence of the valves in the com- 
municating branches appears in a ease that gives 
a definite story of phlebitis, the following fur- 
ther step should be taken to establish whether 
the superficial veins are compensatory and car- 
rying the major part of the venous return. In 
this test a woven elastic bandage is firmly ap- 
plied about the leg from the instep to just above 
the knee. The patient is then instructed to walk 





about with this in place and to note whether 
with this activity his discomfort is increased or 
diminished. If the flow is compensatory, the 
constriction of the bandage will cause discom- 
fort, because those veins which act as the chief 
agents in effecting the return venous flow from 
the extremity are compressed; whereas, if the 
flow is not compensatory, the bandage will give 
relief by mechanically excluding the 

varicosities as a factor in the circulation. 


useless 
This 


may be checked by close examination of the 
groin, as it is extremely rare to find superficial 
veins that are carrying the main venous return 
without finding, in addition, an enlargement of 
the collateral superficial veins just above and 























FIG. 4. 
a b. 
the 


definite filling from 
in the 


“a” shows the leg 10 seconds after standing with 
quet applied. Note the slight but 
This signifies a moderate degree of incompetence 
of the perforating branches. 

‘‘b’’ shows the same leg 2 


tourni- 
below. 
valves 
seconds after removal of the tourni- 
quet with the veins completely distended by additional filling 
from above. This proves that the valves in the main trunk 
are incompetent, as well as those already mentioned There is 
no ulceration or trawny edema (classifications no. 1 and no. 2). 


below Poupart’s ligament. The direction of the 
blood flow in these veins in the groin may be 
determined by stripping a segment of the vein 
between two fingers and releasing first the dis- 
tal and then the proximal finger in repeated 
tests. This should be done with the patient 
erect. A proximal flow within the veins is added 
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evidence that the superficial veins are playing a 
major part in the return of blood from the ex- 
tremity. Although in a number of instances 
we have established the direction of the blood 
flow in such veins by the injection of opaque 
substances under the fluoroscope, such a proce- 
dure is not advocated as it frequently results 
in extensive thromboses of valuable blood chan- 
nels. 

Careful note should be made in cases show- 
ing pigmentation and ulceration to determine 
whether a ‘‘feeder’’ varicosity has developed 
in the part of the superficial saphenous system 
that runs into the diseased area, or whether an 
incompetent communicating branch beneath that 
area is at fault. The latter situation is a pos- 
sibility only in those cases in which the veins 
are shown by the Trendelenburg test to fill from 
below. Under such circumstances this condition 
must always be suspected even in cases in which 
such a vein cannot be conclusively demonstrated. 

Edema secondary to varicosities should be ex- 
amined not only to determine its extent, but also 
to learn how much associated fibrosis of the sub- 
cutaneous tissue has taken place. This latter is 
judged by the readiness with which the edemat- 
ous area pits. Areas that show a brawny edema 
that pits but little under pressure are in a more 
precarious nutritional condition than those 
where pitting takes place readily. Patients with 
this latter finding invariably report that even 
relatively brief periods of elevation are suffi- 
cient to cause the leg to return to normal size. 

Examinations should also be earried out to 
determine the status of the arterial cireulation. 
This is done by palpation of the dorsalis pedis 
and posterior tibial arteries and by observing 
the color changes in the feet after both eleva- 
tion and dependency. 

A general physical examination to rule out 
the presence of unsuspected pathology, which 
may quite possibly be of far more significance 
than that found in the offending veins, should 
not be omitted, and orthopedic. aknormalities 
should be sought for as factors’ contributing to 
the patient’s symptoms. <A rectal examination 
to exclude tumors in the pelvis that might, by 
pressure, aggravate the stagnation in the varicos- 
ities must also be included. 


TREATMENT 


If pregnancy is aggravating the varicosities, 
the advisability of treating the veins at that 
time must be carefully weighed. If the symp- 
toms are not disabling, in all probability the 
patient will prefer either no treatment or the 
conservative measure of a supporting elastic 
stocking. Large varicosities developing during 
pregnancy rarely completely disappear follow- 
ing delivery, although they invariably become 
smaller. We have come to believe that treat- 
ment of the dilated leg veins during the first 
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7 months of pregnancy is not only permissible 
but desirable inasmuch as it relieves, to a 
great extent, one of the patient’s most bother- 
some symptoms, and, more important still, oblit- 
erates a large area of relatively stagnant venous 
blood, which is a vulnerable site for postpartum 
phlebitis. If treatment is instituted during 
pregnancy, it is carried out in the same manner 
as if the condition of pregnancy did not coexist. 
We agree with Edwards‘ that there is no condi- 
tion—save for the compensatory distention of 
superficial veins that follows certain cases of 
deep phlebitis, as mentioned above, and the 
presence of an active or recently subsided phle- 
bitis—which per se contraindicates the treat- 
ment of varicose veins. However, in the aged 
and in those suffering from unrelated pathology, 
this decision will depend primarily on a proper 
evaluation of the symptoms attributable to the 
veins as compared with the seriousness of the 
unrelated disease. 

If the study of the patient is carried out as 
suggested, the case will usually fall into one 
or more of six classifications. I shall deal brief- 
ly with the treatment of cases coming under 
each of these classifications and should like to 
make clear that when the symptoms are such 
as to include those of any two groups, as fre- 
quently happens, the suggested treatment 
should include that recommended under both 
classifications. In this way the different types 
of treatment will be found to supplement rather 
than to conflict with one another. The omis- 
sion of either type will jeopardize the success of 
the treatment as a whole. 

1. Cases in which there is a demonstrable, in- 
competent, main internal saphenous trunk abov: 
the knee. If such a condition is present, the ac- 
tion of gravity causes a distal flow of blood in 
the main saphenous trunk when the patient is 
erect. The correction of this back pressure is 
the most important single factor in the treat- 
ment of this type of case and, as stressed by 
Homans’ and others,®:* can be effectively done 
only by ligation of the main trunk together 
with its highest tributaries at the foramen ovale 
in the groin. Unless this ligation be done at 
such a high level as to leave no proximal incom- 
petent bit of vein and branches, reeurrence 
through collaterals about the point of ligation 
is bound to occur. Relief from injeetions with- 
out ligation of this trunk, as was first pointed 
out in striking form by Howard and his asso- 
ciates,* will be temporary in nature. I have de- 
scribed elsewhere® the technic of high ligation, 
which, in its most effective form, ineludes exci- 
sion of 2 centimeters of the main trunk and 
separate division of all branches encountered in 
the operative field. I have already mentioned 
the exceptional case in this group, where the 
incompetence in the main trunk starts at the 
level of a perforating branch in the thigh. 
Under such circumstances the ligation and ex- 
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cision should be done at the level of this branch, 
as advoeated by Mahorner and Ochsner*. Such 
cases are relatively rare, however, and the opera- 
tive procedure in the groin will, almost always, 

‘ the one indicated for the cases that fall into 
this classification. 

Retrograde injection of the distal segment at 
‘he time of high ligation, as first suggested by 
\Moszkowiez,® should be carried out in order to 
-ffeet thrombosis of at least the upper portion 
of the distal segment of vein. As a rule we use 
10 to 20 ee. of a solution of 30 per cent invert 
sugar and 10 per cent sodium chloride for this 
injection. Approximately 1 week after the op- 
erative procedure, a second course of injections 
s begun. From 1 to 3 ce. of 5 per cent sodium 
morrhuate is used at each injection site. Two 
to three varices in the lower leg may be in- 
jected at a time, but 5 days or more should 
elapse between visits. It is desirable, however, 
that these intervals be no longer than 10 days. 
The injections should be continued until all 
variees show a firm thrombosis. If the patient 
shows bilateral varicosities, both extremities may 
be treated at the same time. Both groins can 
be ligated either in one or two stages, depending 
upon the ease with which ligation is accom- 
plished on the first side. In the past 314 years 
at the Massachusetts General Hospital we have 
carried out the procedure of high ligation on 
863 extremities. 

2. Cases in which there is incompetence in the 
valves of the deep perforating branches with- 
out ulceration or brawny edema of the lower 
leg. The absence of brawny edema and ulcer- 
ation in this group of cases is suggestive of a 
relatively minor degree of reverse flow from the 
deep to the superficial venous systems. Fur- 
thermore, it is indicative of a situation that has 
lasted only a relatively short time, and is al- 
most always associated with incompetence of 
the main internal saphenous trunk as described 
above. Our conception of the order of events 
in such a typical ease is, first, a failure of the 
valves in the main trunk with subsequent back 
pressure and a resulting dilatation of the distal 
superficial veins and, then, a progressive in- 
‘competence of the communicating branches in 
the lower leg. This is not invariably true, how- 
ever, especially in patients in whom the per- 
forating veins have been previously subjected 
to acute trauma or phlebitis, in which case the 
communicating branches alone may be shown 
to be at fault. 

We have treated these cases by injections of 
the varicosities as described above, carrying out, 
in addition, high ligation in the thigh of the in- 
competent main trunk when this is present. We 
have not been especially successful in attempts 
to obliterate by injections the communicating 
perforating branches and have hesitated to in- 
ject large amounts of sclerosing solutions into 
them lest the prompt dissemination of the solu- 





tion in relatively undiluted form give rise to 
thrombosis in the deep system. 

From a practical point of view, the results of 
the treatment suggested for this classification 
of cases have been satisfactory even though a 
certain number of patients have reported back 
with rather extensive recurrences. On theoret- 
ical grounds recurrences might well be expected 
as some tendency toward a reflux of blood 
from the deep to the thrombosed superficiai 
veins still persists at the time the case is dis- 
charged. For this reason, care is taken to ex- 
plain to these patients that the original pro- 
cedure alone may not suffice to correct their 
condition permanently and that, if they start 
to show recurrences, it may be necessary to 
subject them at a later date to the ‘‘flap’’ type 
of operation mentioned under the following 
classification. 


3. Cases in which there is incompetence in the 
valves of the deep perforating branches with 
ulceration or brawny edema of the lower leg. 
This group represents the most difficult type of 
case to treat successfully. As the initial step, 
the patient is confined to bed and his leg ele- 
vated for a varying number of days to dispel, 
so far as possible, the edema that is present. 
Uleers are treated with a solution of chlorin- 
ated soda, zine peroxide ointment or such other 
drugs as may appeal to the surgeon and can 
be readily tolerated by the patient. If viru- 
lent organisms are found in cultures taken from 
the ulcers, conservative treatment should be 
continued until such infection is cleared up, 
after which surgery may be resorted to. In- 
fection of a chronic low-grade type, however, 
need not in itself be a deterrent to such opera- 
tive procedure as is indicated by the conditions 
found. 

In these cases it is true that after healing has 
taken place the condition can be greatly im- 
proved by conservative measures of rest and 
support of the lower leg with an elastic stock- 
ing. Furthermore, those measures already de- 
seribed will often appear to be enough to cor- 
rect the difficulty. However, from observa- 
tion of the subsequent course of patients in 
whom long-standing ulcerations or brawny 
edema were primarily based on the incompetence 
of the perforating branches, we have come to 
believe that the local process will recur unless 
the offending perforating branches are dealt 
with more adequately than can be done by in- 
jections alone. The only completely effective 
method of treating these is to ligate and divide 
them below the level of the fascia. In order to 
accomplish this we have now adopted one of 
the following two procedures. 

Excision and primary Thiersch grafting, as 
was first suggested in this country by Mayo"® 
in 1906, are done when the tissue is so fibrosed 
that much of the local capillary and lymphatic 
circulation is irrevocably damaged (figs. 5 
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and 6). In such eases the destruction of the 
superficial veins alone will not suffice to remedy 
the damaged state of the tissues. These cases 
almost always show recurrent ulcerations, which 
directly overlie incompetent perforating branch- 
es and excision should inelude not only the 
actual ulceration but also the brawny sur- 














FIG. 5 
Ulcer with surrounding brawny induration of 4 years’ duration 
in a case with incompetent perforating branches. This case 
had been treated by the injection method alone, one year prior 
to the time this photograph was taken, without altering the 
appearance of the lesion (classification no. 3). 











FIG. 6 
Same case as shown in fig. 5, 2 years and 9 months after 
the procedure of excision and primary graft described in the 
text. The prominent circular areas seen in the photograph 
are not veins but irregularities in the graft and underlying 
structures (classification no. 3). 


rounding area as well. The dissection must 
go down through the fascia, which is removed 
with the overlying bloe of tissue. The perforat- 
ing branches are tied off as they are encountered 
in the course of freeing the deep portion of 
the fascia from the underlying muscles, and 
the graft is applied at once. Special care must 
be taken not to transfer organisms from the 
contaminated operative field to the clean area 
of the thigh from which the grafts are taken. 
A posterior plaster shell from toes to knee is 
used to immobilize the ankle joint and to prevent 
untoward motion, which would wrinkle the 
plaques of skin and jeopardize the growth of 





the graft. In the postoperative care the graf 
is kept moist with normal saline solution, and 
the original pressure dressing is left unchanged 
for 5 days unless signs of infection make it 
imperative that the area be inspected. We have 
excised and grafted 24 ulcerations in this man- 
ner in the past 5 years. 

The flap operation, which goes back in its 
main essentials to the early work of Madelung" 
in 1884, is carried out when the tissues show 
definite chronie thickening but not enough fibro- 
sis to indicate excision (fig. 7). Uleerations, 
if present, are superficial, relatively small and 
of comparatively short duration and, in the 
majority of these cases, are usually healed at 
the time of operation. The operation, which is 














FIG. 7 


Incision for the flap operation. The incision shown here is 
shorter and somewhat curved in contrast to the more desirable 
straight incision, which we have now adopted. The case was 
one with incompetent perforating branches showing brawny 
edema of the lower leg with superficial ulceration (classification 
no. 3). 


being reported in detail from this clinie by Lin- 
ton,’* consists in making a straight incision 
extending along the posterior portion of the 
medial aspect of the lower leg from a point just 
posterior to the medial malleolus to one just 
below the knee. In some instances the area of 
brawny edema may be so limited as to make such 
an extensive incision unnecessary, in which 
case an appropriate incision of shorter extent 
will suffice. It must be remembered that the 
tissues being dealt with have already been dam- 
aged to a certain extent by the stagnation that 
has already occurred and will not tolerate the 
same amount of trauma that normal skin would 
be capable of withstanding. The skin edges 
should not be handled with forceps, and hemo- 
stasis must be carefully effected to prevent the 
subsequent accumulation of serum. The inci- 
sion is carried down through the fascia, and the 
anterior flap is then reflected in the plane be- 
tween the fascia and the muscle to just beyond 
the medial edge of the tibia. As this is being 
done, the perforating branches will be exposed 
and, as they are isolated, they are doubly liga- 
ted and divided. As the flap is being reflected, 
fascial septa between the muscle planes will be 
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net with. These must be incised to prevent a 
mistaken deep dissection between the muscle 
The internal saphenous vein can be 
nade out through the fascia of the reflected flap 
ind should be doubly ligated and divided at 
the upper end of the incision, care being taken 
{o avoid cutting the saphenous nerve in this same 
region. The flap is replaced and held by the 
use of a few interrupted fine catgut sutures in 
the fascia and interrupted dermol or silk su- 
tures in the skin. A pressure bandage is ap- 
plied and left undisturbed for at least 5 days; 
the ankle is immobilized at right angles in a 
molded posterior plaster shell. We have em- 
ployed this type of operation in 15 cases in the 
past 2 years. In the earlier cases a curved in- 
cision was employed but experience has shown 
that the straight incision gives equally good ex- 
posure of the perforating branches and is at- 
tended with better healing of the .wound. 


bellies. 


4. Cases in which there is a demonstrable short 
saphenous trunk originating in the popliteai 
space. These cases comprise but a small per- 
centage of those coming to the clinic. If the 
modified Trendelenburg test with the tourni- 
quet just below the knee shows rapid filling from 
above, then ligation of the main short saphenous 
trunk in the popliteal space is indicated. This is 
carried out under novocain anesthesia with the 
patient in the prone position. A transverse 
incision is made at the crease caused by flexion 
of the lower leg on the thigh, and the ligature 
is placed just distal to the junetion of the short 
saphenous with the popliteal vein. A segment 
of the main trunk is excised, and the highest 
branch that can be found descending the pos- 
terior aspect of the thigh is separately ligated 
and divided. Care must be taken in the re- 
trograde injection of this trunk because the 
sclerosing solution finds its way so promptly 
into the deep veins that thrombosis of the 
latter may result if large amounts are used. We 
never inject more than 10 ee. and usually only 
5 ee. of the 30 per cent invert sugar and 10 
per cent sodium chloride solution into the distal 
segment of the short saphenous trunk at the 
time of the operation. Any veins that remain un- 
thrombosed after the operative procedure are 
treated by injections in accordance with the 
technie deseribed above. 


5. Cases in which the varicosities have fol- 
lowed a deep phlebitis and are shown to be com- 
pensatory in nature. These dilated veins repre- 
sent nature’s adjustment to the changes result- 
ing from a damaged deep venous system. They 
should not be treated by any method. Even the 
conservative measure of a supporting bandage 
should be avoided as it will only embarrass the 
venous return still further. None of the cases 
that have had a purely superficial phlebitis will 
show significant compensatory dilatation of the 
veins, and only a small percentage of the cases 





that have had a previous deep phlebitis will fall 
into this group. 

6. Cases in which small dilated veins and 
‘“flares’’ are found unassociated with any in- 
competence of the valves in either the main 
trunk or the deep perforating branches. Pa- 
tients with these conditions almost always pre- 
sent themselves for treatment because of the un- 
sightly appearance of the veins. In some cases 
it is because of a fear that the veins may 
“‘break’’ that advice is sought, and it is true 
that often these veins are so superficial that 
even slight trauma will suffice to rupture their 
thin walls. However, they never give rise to 
any other form of symptoms. Such veins and 
‘*flares’’ may be successfully treated by small 
injections of any of the sclerosing solutions. 
No additional therapy is necessary. We prefer 
to use the quinine hydrochloride and urethane 
preparation (13 per cent quinine hydrochloride 
and 6 per cent urethane) for these small veins 
and rarely use more than 0.5 ce. at each site. 
As many as 6 injections may be carried out in 
this type of case at one sitting if the patient 
has been shown, by a previous injection of 0.5 
ee., to have no sensitization to quinine. A very 
fine gauge no. 26 needle should be used, and 
the site of the puncture should be to one side 
of the vein rather than directly through the 
most superficial area. If ‘‘flares’’ are present a 
somewhat larger, slightly less superficial vein 
can often be found as the common origin of the 
branching vessels. Injection of this vein is not 
infrequently followed by the obliteration of the 
entire ‘‘flare’’, although success in treatment 
of these ‘‘flares’’ is always problematical. 

I regret that statistical evidence of the end 
results of all of our cases is not, at the moment, 
available. It would serve to confirm our clini- 
eal observations that a permanently successful 
result can be obtained only by observing the 
essentials of treatment advocated above. 


SUMMARY AND CONCLUSIONS 

1. There is no single type of treatment of 
varicose veins that will be found to be adequate 
to meet the demands of all cases. 

2. Examination to determine the anatomic 
distribution of the dilated veins and the effee- 
tiveness of the valves in their main and per- 
forating branches is the prime requisite in de- 
ciding upon the proper form of treatment. 

3. An incompetent main trunk in either the 
long or short saphenous system must be treated 
by ligation. 

4. Cases showing brawny edema of the lower 
leg or ulcerations based on incompetent perforat- 
ing branches must be treated either by excision 
and grafting or by a flap operation. the choice 
depending on the degree of fibrosis that the 
tissues show. 

5. All varicosities that have not been throm- 
bosed by appropriate operative procedures must 
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be obliterated by a subsequent course of injec- 
tions. 

6. Veins showing an acute or recently sub- 
sided phlebitis and those compensating for an 
impaired deep circulation are the only ones in 
which treatment is contraindicated. 


j niles ?? av ey} 5 
7. Small veins and ‘‘flares’’ may be treated 
by injections alone. 
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PANCREATIC CYST* 
Report of a Case 


BY EDWARD L. YOUNG, JR., M.D.T 


YST of the pancreas, although not a rare dis- 

ease, seldom occurs more than once or twice 
in the practice of any one surgeon. This is 
shown by the figures from several sources, the 
Massachusetts General Hospital, for instance, 
having only 5 cases recorded since 1920. 
asmuch as one of these was based on a tumor 
felt by the exploring hand of the surgeon work- 
ing through a low abdominal incision in a pa- 
tient who had no signs or symptoms of pan- 
ereatic disease, and where nothing further was 
ever done, there were only 4 proved cases in 15 
years. There is one further case, recorded as 
adenocarcinoma, which I am making the text of 
this paper. 

A brief summary of the essential points in 
this condition is presented because it is one 
that might confront any one of us, and its rec- 
ognition and treatment are important. 


Incidence. As already stated, pancreatic cysts oc- 
cur infrequently. In 1930, Judd presented by far 
the largest series of cases from one clinic. 
his co-workers reported that out of 723,397 cases 
that had entered the Mayo Clinic, there were 88 with 
pancreatic cysts. With a few exceptions, most of the 
other recorded cases are single case reports. The 
disease was first fully and accurately discussed in 
1875 by Friedreich, and the first successful extirpa- 
tion was by Bozeman in 1881. 
at any age though most frequently in the third and 
fourth decades. It is equally common in men and 
women though the greater liability of the male to 
trauma may swing the numbers slightly to that 
side. 


Anatomy and Pathology. The pancreas being a 


retroperitoneal organ allows the development of cysts 
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The condition occurs | 





to occur in various locations depending on the rela- 
tive position that the pancreas holds to other organs, 
as is seen from figure 1. The cyst may present 
above the stomach, behind the stomach or between 
the stomach and the transverse colon; it may, in 
rare instances, particularly if it originates from 
the lower part of the tail of the pancreas, go down 
the layers of the descending mesocolon 
and actually present as a pelvic tumor. The 
commonest site in which to find the tumor is imme- 
diately behind the gastrocolic omentum with the 
stomach pushed up and to one side, and the colon 
downward (figure la). There is no particular part 
most likely to be the site of a cyst, 
been reported from the head, body 
any marked preponderance of one 


and cysts have 
or tail without 
site. 

The character of the wall of the cyst depends some- 
what on the cause of the cyst. It may be merely 
fibrous tissue, it may be fibrous tissue with an epi- 
thelial lining, or it may be exactly comparable to an 
ovarian cyst and have a papillary growth, even to 
the point of malignancy. The pancreas itself may 
show evidence of chronic pancreatitis, and there 
may be accompanying biliary tract disease. There 
may even be necrosis of the pancreas, as in one 
of the cases from the Massachusetts General Hos- 
pital. The contents of the cyst may be clear and 
mucoid or may be bloody, depending partly on the 
origin of the cyst and partly on its course of growth. 
The fluid may contain one or all of the three enzymes 
of the pancreas or it may contain none. The thing 
of importance to the patient is that it does not 
contain enterokinase so that, although irritating, 
it causes no violent skin digestion such as may come 
from a duodenal fistula. Inasmuch as other body 
fluids may contain one or all of the three enzymes, 
their presence or absence is of no diagnostic aid. 


Symptoms and Signs. The two most constant 
symptoms are pain and the presence of a tumor noted 
by the patient. This pain may vary all the way 
from a rather severe colic down to a mere sense 
of distress. There may be as a presenting symptom 
the pain due to the cholecystitis and cholelithiasis 
that may accompany a pancreatic cyst and that, 
according to some theories, are etiologic agents. 
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In addition to these, there may be the vague symp- 

's of anorexia, nausea, loss of weight, and all the 
symptoms associated with disease of the biliary tract 
and pancreas. On examination there is present a 
tumor in the upper abdomen, sometimes to the left, 
occasionally to the right, but very rarely below the 
umbilicus. It is, as a rule, immobile, although occa- 
sionally, when attached to the tail of the pancreas, 
it may be somewhat movable. It descends with 
respiration only when large enough to come in con- 
tact with the liver. It may have apparent pulsation, 
hut eareful examination will show that this is not 
expansile and, if the patient is put in the knee-chest 





position, the pulsation, which, in fact, is transmitted 
from the aorta, will disappear. Examination of the 
stools will occasionally show a lack of fat digestion. 
X-ray evidence is, of course, of the greatest impor- 
tance, and may visualize a tumor that is outside 
of the gastrointestinal tract, but that makes pressure 
upon both the stomach and colon. If the cyst orig- 
inates from the head of the pancreas there will be 
a very large curve in the duodenum. Pyelograms 
will rule out pathologic conditions of the kidney, 
such as a large hydronephrosis or hypernephroma, 
which might be present without pathological evi- 
dence in the urine itself. A large omental or mesen- 
teric cyst cannot be definitely ruled out although, 
as a rule, both are more mobile. A cyst of the spleen, 
likewise, cannot always be eliminated, although it is 
extremely rare. The presence of a retroperitoneal 
tumor of the lymphoid type can be settled only at 
operation; this tumor, because of its consistency, 
often feels as fluctuant as a cyst. A large gall- 


bladder may be slightly confusing, but a Graham test 








may help settle the question. Echinococcus cyst 
of the liver could probably be settled by a complement 
fixation or a skin test. Carcinoma of the stomach 
or colon need only be mentioned as coming into the 
differential diagnosis since x-ray examination will 
almost certainly identify them. Ovarian cyst should 
be differentiated by careful pelvic examination. Aneu- 
rysm of the aorta should show a pulsation not affect- 
ed by change of position, and often there is an ex- 
pansile beat, which, when definite, is pathognomonic. 
In one of the Massachusetts General Hospital cases, 
gumma of the liver was considered. 


Classification. There have been various classifica- 
tions of pancreatic cysts and of these I believe the 
following is the most satisfactory. It comes from 
Mahorner and Mattson of the Mayo Clinic. It seems 
to me the best because it is the simplest and uses 
etiology as the basis. 


I. Cysts resulting from defective develop- 
ment. 
. Cysts in infants. 
2. Cysts associated with polycystic 
disease of the kidney. 
3. Dermoid cysts. 
4. Inclusion cysts. 


II. Cysts resulting from trauma. 
III. Retention cysts. 
IV. Neoplastic cysts. 
1. Cystadenoma. 
2. Cystadenocarcinoma. 
3. Teratomatous cysts. 
V. Cysts resulting from parasites. 


Cysts of the second, third and fourth groups are 
the most common. This classification leaves out the 
so-called pseudocysts, which seems to me to be wise, 
inasmuch as this is an artificial distinction and does 


not rest on either an etiologic or a _ pathologic 
basis. 
Etiology. The classification just given defines the 


etiology so far as it is known. A certain number 
of the reported cases have followed trauma in such 
fashion as to make a causal connection seem highly 
probable. The presumable sequence is as follows: 
injury with hemorrhage or necrosis with the result- 
ing outpouring of fluid, either blood and serum, or 
pancreatic fluid, or both; the localization of this fluid, 
usually in the lesser peritoneal cavity; the formation 
of a fibrous wall that persists until the cyst is emp- 
tied. The retention cysts may result from chronic 
pancreatitis in which there is frequently sufficient 
fibrous tissue formation around the ducts to result in, 
first, a dilatation of tubules behind the obstruction 
and, then, actual cyst formation; there may even be 
a rupture of the cyst. This sequence seems logical 
as it is analogous to dilatation of the pelvis of the 
kidney that always takes place behind any slowly 
increasing or intermittent obstruction. In spite of 
the comparatively large number of cases of biliary 
tract disease that are associated with pancreatitis, 
there are relatively few reported cases of cyst forma- 
tion. This etiologic relation, then, must remain some- 
what in doubt, and the possibility of some other fac- 
tor, as yet unknown, must be considered. The fourth 
group explains itself in that this type is comparable 
to the papillary cystadenomas of the ovary and appar- 
ently, according to the literature and the case here 
reported, has the same puzzling pathologic picture. 
That is, a cyst apparently benign at first may later 
show malignant degeneration, or a cystadenoma 
found at operation may be somewhat confusing to 
the pathologist, making it difficult for him to say 
whether it is malignant. The true multilocular 
papillary cystadenoma is the rarest form of pan- 
creatic cyst. 
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Treatment. Although it cannot be said that the 
treatment of a condition as rare as this is ever 
completely standardized, nevertheless, the surgical 
approach was worked out a number of years ago 
by various men. The only treatment known is the 
emptying of the cyst and, when possible, the com- 
plete extirpation of its wall. In at least two recorded 
instances, nature played the part of the surgeon, 
there being a spontaneous rupture into the stomach 
in one case, and into the bowel in another, with 
symptomatic relief. The ability of the surgeon to 
cure the condition by operation will, of course, de- 
pend on the possibility of complete excision of the 
cyst. Where too much of the pancreas is involved, 
or where the origin is at the head of the pancreas, 
it is obviously impossible to remove the growth. 
Gussenbauer, in 1882, first advocated attaching the 
cyst wall to the peritoneum—marsupialization—in 
the attempt to make the cyst gradually fill with 
granulation tissue. This has remained the accepted 
method of attack whenever complete extirpation is 
impossible. In some instances, where hemorrhage 
is not too severe, gentle curettage of the cyst wall 
and packing with gauze will help. Following, this 
procedure there is generally a profuse discharge of 
fluid. This gradually diminishes and may be helped 
by the use of radiation, as was done by Hamilton. 
The large cyst resulting from trauma or retention, 
in which the epithelial lining has been destroyed 
by packing or radiation, will generally be cured with- 
out further treatment. Following marsupialization 
a secondary excision is sometimes advisable when 
persistent drainage shows that cure has not taken 
place. 

Complications. Either before surgery, or follow- 
ing, there are certain conditions that may complicate 
the picture, and at least one of them is serious. 
First, there may be a severe hemorrhage into the cyst 
from its wall with sudden exacerbation of symptoms, 
extreme pain, and a picture so serious as to indicate 
immediate operation. Secondly, perforation of the 
cyst into either a neighboring viscus or the peri- 
toneum may occur. This is apt to be the result of 
trauma, and is followed by the symptoms of collapse 
and shock. If there has not been the previous knowl- 
edge of an abdominal tumor the picture may be very 
confusing. Thirdly, there may be accompanying 
biliary tract disease, as emphasized by Judd, or pan- 
creatitis of sufficient degree to interfere with the 
patient’s well-being, and which will demand treat- 
ment. Fourthly, there may be a change from a 
benign cyst to a malignant one. Two of the cases 
at the Massachusetts General Hospital have had this 
last complication. Death resulted 7 and 1 year, re- 
spectively, after the original operation. Finally, the 
drainage may persist so long that something must 
be done to relieve the patient’s discomfort. Judd 
says that only the occasional case drains for more 
than a few months, and that none in his series 
drained for as long as 2 years. Kerr reports one case, 
however, that drained for 15 years. The persistence 
of this drainage depends, as in other fistulas, on the 
ability of the normal channel of drainage to re- 
establish itself. Where it becomes normal any ex- 
ternal fistula will close of itself but, if the passage 
into the bowel has completely closed, either because 
of the scar of the tumor or pancreatitis, the fistula 
will continue. Gutierrez successfully transplanted 
a fistulous tract into the stomach because of this 
persistent drainage, and this operation may have 
to be considered in certain rare instances. 


The few cases at the Massachusetts General 
Hospital do not show any deviation from the 
usual course of the disease, so I shall give only 
a brief résumé of them. 





Three cases occurred in women and 2 in men, the 
patients ranging from 29 to 45 years in age. Symp- 
toms had been noted from 1 month to 3% years. 
All patients came in because of rather vague abdom- 
inal distress, and in 1 case only had there been 
previous attacks of severe epigastric pain accompa- 
nied by jaundice. Four of the 5 patients had noticed 
the tumor before entrance. The cysts contained clear, 
brownish fluid in 2 cases and in 1 the nature of the 
content was not mentioned. In 1 case there was 
evidence of fat necrosis at operation. All the cases 
were drained; none of the cysts were removed in toto; 
in 2 of the cases the cysts were marsupialized. 
Biopsy at the time of operation showed fibrous tissue 
in 2 cases and, in another, what was, at first, reported 
as carcinoma; no biopsy was made in 2 cases. One 
of the cysts was multilocular. Two patients eventu- 
ally died because of malignant degeneration. It is 
interesting to note that 1 of these 2 had a biopsy 
at the time of operation that was reported as fibrous 
tissue with no evidence of malignancy. Of the other 
3 cases: 1 was living and well without signs or 
symptoms 4 months later; 1 was still draining from 
the sinus when last seen 6 months after operation; 
and, the third is described below. 


The following case is reported somewhat in 
detail as it concerns the rarest type of pancreatic 
cyst, the multilocular cystadenoma. 


CASE REPORT 

Mrs. N., white, married and 34 years of age, was 
first seen in June, 1929, at the Massachusetts General 
Hospital. Her chief symptom was a swelling of the 
left side of the abdomen that had been present for 
nearly 4 years. Following a pregnancy during this 
period she had put on 50 pounds in weight in a com- 
paratively short time, and then with careful diet 
lost 30 pounds in about 5 months. She began to 
notice a slight soreness in the left upper quadrant. 
She continued to lose weight so that she lost 30 more 
pounds in the next 4 months without dieting. She 
became very nervous and irritable, was somewhat 
weakened, and had anorexia with occasional nausea. 
She noticed the tumor herself and went to a hos- 
pital for examination. There was no pain or tender- 
ness, and she was told that the tumor was nothing 
but a ptosed kidney and was given a supporting belt. 
Without any marked change in the symptoms she 
continued to notice a slight increase in the size of the 
tumor and came to the Massachusetts General Hos- 
pital for further study. 

General examination was negative. There was 
a large, smooth, nonsensitive tumor in the upper 
abdomen, mostly on the left side, which did not move 
on respiration. A definite diagnosis could not be 
made, although x-ray examination with barium, gas- 
trointestinal studies and pyelograms ruled out any 
tumor of the gastrointestinal tract or kidney. On 
July 11, 1929, operation was done; a large, smooth- 
walled, fluctuant tumor, presenting between the stom- 
ach and colon, was found. It had a very broad 
vascular base in the pancreas and contained a large 
amount of clear, mucoid fluid. It was impossible 
to remove it in toto, but about half the wall was 
excised and the rest sutured to the peritoneum. The 
cyst was packed. Following operation there was 
a large amount of discharge, which diminished very 
rapidly after x-ray treatment although, when the 
patient left the hospital 6 weeks later, there was 
still the need of two or three dressings a day. The 
pathologist’s report was adenocarcinoma. Because 
of this diagnosis, it was considered impossible to do 
anything further surgically. The patient, neverthe- 
less, gained steadily in general condition. Her 
strength returned to normal. The sinus itself did not 
close completely, although the discharge stopped. 
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She reported in September, 1930, that she had gained 
18 pounds in weight, was doing her own work and 
other than keeping a small piece of gauze over the 
ound had no trouble from it. Examination showed 
mall, dry fistula, which probably did not extend 

‘e than a very short distance. No mass was felt. 
Much to everyone’s surprise she continued perfectly 
ell until 1934, when she began to have a little dis- 
charge from the sinus. At that time, under spinal 
anesthesia, I explored the sinus. It extended only 
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centimeters. The wall did not feel malig- 
I curetted it thoroughly and packed the wound 
iodine gauze. She was again perfectly well. 
The wound closed completely. The interesting thing 
was that at this time Dr. Hazard of the Faulk- 
ner Hospital reported the tissue as nonmalignant, 
and a review of the original slides by Dr. Tracy 
Mallory gave the correct diagnosis of multilocular 
cystadenoma. It seemed that the patient was cured, 
but 6 months later the sinus reopened. On Janu- 
ary 30, 1936, I again curetted the sinus, which had 
changed in appearance, and biopsy at this time 
showed definite malignant degeneration. Following 
this she went downhill and died in 3 months from 
extensive malignancy. 
































FIG. 5. 


The four photomicrographs give the picture of this 
case almost as completely as this description. The 
first two show the papillary nature of the cyst and 
its similarity to an ovarian tumor of a like nature. 
The third is from the curettings that caused us to 
review the tissue, and the fourth shows the frank 
malignant degeneration that had taken place and 
which resulted in her death. 


SUMMARY 


1. Pancreatic cyst, although uncommon, must 
always be considered in the differential diag- 
nosis of an abdominal tumor, particularly when 
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such a tumor is in the upper half of the abdo- 
men. 


2. The only treatment is surgical. Total ex- 
tirpation is ideal ; adequate drainage, preferably 
by marsupialization, is the second choice. 


3. The use of adequate radiation may be of 
considerable benefit in helping to destroy the 
epithelial lining of the cyst, to reduce drain- 
age and to hasten healing. 

4. <A certain percentage of these cysts show 
malignant degeneration so that early diagnosis 
and treatment are desirable. 

5. A report of a case with a multilocular ad- 


nomatous cyst is presented. 
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DISCUSSION 


Dr. JAMES W. JAMESON, Concord, N. H.: Mr. Presi- 
dent and Gentlemen—It is rather difficult to discuss 
@ paper on a subject that has been so carefully and 
well covered, especially if one’s experience has been 
rather limited in the line. Unquestionably, there 
are a lot of pancreatic cysts that are never diag- 
nosed. On account of their small size and their 
obscure symptoms, the cysts are usually discovered 
at operation. 

As Dr. Young has said, there are no special diag- 
nostic symptoms, although pain and digestive dis- 
turbances are usually present. The diagnosis of a 
pancreatic cyst can be made only where these symp- 
toms are present and a mass is palpable in the up- 
per abdomen and where other forms of cysts or 
growths are eliminated by examination. 

In the last 15,000 cases at our hospital, there have 
been no cases of pancreatic cyst. I have only had 
one case, a number of years ago. This man was 
48 years old, with a history of digestive disturbances 





and loss of weight, covering a period of about a year, 
but with ne pain. 

On examination he had a swelling in the epi- 
gastrium about the size of a fist. This growth was 
fixed, not tender, and was extremely hard. He was 
operated upon with a preoperative diagnosis of car- 
cinoma, possibly of the greater curvature of the 
stomach. 

On opening the abdomen the mass presented be- 
tween the stomach and colon, and proved to be a 
cyst of the pancreas; it was extremely tense and 
contained dark-colored fluid. It was marsupialized 
and packed with gauze. The wound drained for 
about 8 months, and then healed. The patient was 
lost sight of, and I do not know what has happened 
to him since then. 


Dr. Frank H. Laney, Boston, Mass.: We have been 
interested in the subject of pancreatic cyst because 
we have recently had a case in which I successfully 
implanted the pancreatic fistula into the jejunum 
with complete relief of symptoms. 

We have had 3 cases with pancreatic cysts, 2 of 
which were malignant. A fistula from a true pan- 
creatic cyst, that is the type not of malignant 
origin, causes irritation to the abdominal wall, and 
a good many of them open and close repeatedly 
if they are marsupialized. 

You know there is in the literature a method 
of closing pancreatic fistulas merely by diet, which 
in a certain number of cases has been successful. 
We were unsuccessful in closing our case this way. 
I asked Dr. Rolf Lium, because he has been par- 
ticularly interested in the experimental manage- 
ment of this case, and because we have sent an 
article on this subject, together with a complete 
review of the literature, to Surgery, Gynecology and 
Obstetrics for publication, to set down a few notes 
regarding our experience with this subject and 
case. 


The treatment of pancreatic cyst is intimately as- 
sociated with that of pancreatic fistula, for of the 
latter 50 to 80 per cent, according to the various 
authors, arise after the drainage of pancreatic cysts. 

Total extirpation of the cysts is desirable but, in 
general, can only be practiced on those located in 
the tail of the gland. Marsupialization and drain- 
age have the sanction of long usage, having first 
been reported by Gussenbauer in 1883. 


When a cyst is drained externally, pancreatic 
juice is usually discharged for from a few days to 
years; and, as Judd says, “It is a source of con- 
stant annoyance to the patient.” Furthermore, the 
juice often becomes secondarily infected, and it is 
common experience that the fistula established will 
close only to be followed by epigastric pain, tumor 
formation and vomiting. This can be relieved by 
reopening the fistula. The continuation of secre- 
tion is probably due to tapping of the main pan- 
creatic duct, which has no other outlet. 


In cases of long-standing pancreatic fistula, trans- 
plantation into the gastrointestinal tract is neces- 
sary to cure the condition. Because drainage leads 
to a number of complications and may in the future 
necessitate transplantation of the fistula, we won- 
dered if primary anastomosis of the cyst to the 
gastrointestinal tract might be practiced. In con- 
sulting the literature we found 9 cases, all success- 
ful and with no mortality, where the pancreatic 
cyst had been anastomosed, either to the anterior 
wall of the stomach, to the posterior wall of the stom- 
ach, to the jejuuum, or to the gall bladder. In not 
one of these cases was retrograde infection found. 
All authors made a particular note of the absence 
of this complication, which one would naturally ex- 
pect to occur. Although this number is small, the 
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uniform success is noteworthy, and one must remem- 
per that marsupialization carries a mortality of 4 
per cent, as well as other attendant complications. 

Once having drained a pancreatic cyst, if a fis- 
tula persists, it can be successfully transplanted. Of 
°6 such cases reported in the literature all were 
successful. There was one postoperative death 
from pneumonia on the ninth day. 

Our case, a 19 year old, white male, who was 
struck in the abdomen while playing foctball, had 
severe epigastric pain and vomiting that continued 
for 2 days; at the end of this time he was taken to 
a hospital in a neighboring state, and an abdom- 
inal exploration performed. A hemorrhage was 
found in the gastrocolic omentum, which was prob- 
ibly due to traumatic rupture of the pancreas. The 
abdomen was closed with drainage. The patient 
had repeated periods of spontaneous closure of the 
fistula followed by pain, epigastric tumor, nausea 
and vomiting, relieved only by opening the sinus 
tract. An x-ray study with lipiodol showed a cystic 
cavity about the size of a grapefruit in the head 





of the pancreas. This cavity diminished in size 
while he was under our care at the hospital, and 
the drainage diminished by means of using soda 
and a high fat-low carbohydrate diet. Although the 
secretion diminished, there was no gradual diminu- 
tion once he was put on a certain diet. Six months 
after the original injury the fistula was transplanted 
into the jejunum and, acccrding to the last report, 
which was received 6 months after the operation, 
the patient is perfectly well. 


Dr. Youne (closing): The exact percentage of these 
cases that do die of malignant degeneration is not 
known, but it is interesting that the second case 
at the General also died of malignancy. The first 
operation showed what was believed to be a trau 
matic cyst with a simple fibrous wall where the 
epithelial lining had been destroyed. The drainage 
ceased very shortly after operation. A year later 
the patient entered Pondville Hospital and died of 
a widely disseminated malignancy, presumably aris- 
ing from a malignant degeneration of the cyst. 


ie 


COARCTATION OF THE AORTA* 
A Report of Two Unusual Cases 


BY WILLIAM Ii. 


CS a ee anomalies, hinting as they do 
at the mysterious domain of developmental 
causation, are always interesting. Minor varia- 
tions in the arrangements of veins and arteries 
are taken almost for granted. Major anomalies 
of the heart and great vessels, on the other 


hand, are so uneommon that they often go 
unrecognized even in the hands of careful ob- 


servers. Some are wholly incompatible with 
life for more than a few postnatal hours; others, 
such as will be discussed, may manifest them- 
selves suddenly and quite dramatically after 
vears of apparent normal health. 


Case 1. R. L., No. 309,414, male, aged 16% years, 
entered the Hartford Hospital 3 months after an 
attack of searlet fever, during the course of which 
his physician had ovserved no complications. He 
complained that about 2 months before admission 
he began to tire easily and to suffer from occasional, 
very severe pains in the anterior chest, usually on 
the right, but sometimes on the left. These were 
usually relieved by local pressure. With one es- 
pecially severe attack of chest pain he felt aching 
pains in both arms. During the week before ad- 
mission he had three attacks of severe dyspnea ac- 
companied by chills and severe sweats. 
a slight chronic cough of many months’ duration, 
the usual childhood diseases and frequent nose- 


bleeds during his earlier years, he had previously | 


been well and vigorous. 

The patient was the third of five children. The 
eldest died 12 hours after birth (born a “blue baby” 
with the cord about its neck); the other three 
were living and well. Both parents were living and 
well. There were no familial diseases. 

Physical examination showed a fairly well-devel- 
oped and nourished boy, appearing well. The ton- 
sils were large and chronically infected. The lung 
_*From the Medical Service of the Hartford Hospital, Hartford, 
Connecticut. 


tGoodson, William H., Jr.—For record and address of author 
e “This Week's Issue,”’ page 356. 





GOODSON, 


| ative. 


Except for | 





JR., M.D.t 


fields were clear. The heart presented a loud sys- 
tolic murmur at the base and along the left sternal 
border. The aortic second sound was loud and 
ringing, with a palpable diastolic shock in the 
aortic area. A loud, clear, shrill, systolic murmur 
was heard at the right lower margin of the ster- 
num and along the costal margin to the axillary 
line. At the apex were a loud systolic rumble and 
a faint systolic thrill. Palpation revealed a full, 
bounding radial pulse and thickened vessel walls 
in both upper extremities. The pulse was only 
barely perceptible in the lower extremities. The 
retinal vessels were not remarkable. Visible and 
palpable pulsating vessels were found at the level 
of the fourth rib on the back. The average blood 
pressure in the arms was 150 systolic and 90 dia- 
stolic and in the legs 110 systolic and 90 diastolic. 
The abdomen was negative. 

Renal function as shown by the intravenous phen- 
olsulfonphthalein excretion test was greatly dimin- 
ished, ranging between 6 and 8 per cent in the first 
15 minutes, with totals for 1 hour periods ranging 
between 6 and 27 per cent. Blood nonprotein 
nitrogen was 27 mg. per 100 cc. The white blood 
cell count was 8,400, with normal smear and the 
red cell count was 4,700,000, with 13.5 gm. of hemo- 
globin per 100 cc. The blood Wassermann was negz- 
The urine showed specific gravities rang- 
ing from 1.009 to 1.022, with occasional traces of 
albumin and rare white and red blood cells, but 
no sugar or casts. The basal metabolic rate was 
minus 6 per cent. The electrocardiogram showed 
the rhythm regular at 150, PR interval 0.13 sec.., 


IRT. g: slightly below the base line, QRS, chiefly 
|downward (1 mm. up-vard deflection followed by 


21 mm. downward deflection), and T, positive. The 
skin temperature, as measured with a Tycos derma- 
therm, was 32.9°C. over the seventh cervical ver- 
tebra, 33.4°C. over the coccyx, 33.4°C. over the 
palms of both hands, 29.9°C. over the sole of the 
= foot and 30.1°C. over the sole of the left 
oot. 

Except for two sharp spikes to 103°F, his tempera- 
ture was normal during a 3 weeks’ period of study. 
Blood cultures were sterile. On account of phimosis 
and chronic tonsillitis, circumcision and tonsillectomy 
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were done. Convalescence was absolutely normal 
for 10 days. While in bed, about 6 hours after be- 
ing allowed up for the first time, he coughed sud- 
denly and raised about 500 ce. of bright, frothy 
arterial blood. He went into collapse with a sud- 
den rise in the blood pressure to 225 systolic and 
90 diastolic and a very slow pulse, which sub- 
sequently rose to about 120. The next morning he 
had a definite pleural friction rub over the right 
lower anterior chest, a transient cardiorespiratory 
murmur near the apex and a right subcutaneous 
subclavicular emphysema. X-ray examination (fig- 
ure 1) showed the emphysema, absent aortic knob, 


























FIGURE 1. Case 1 X-ray of chest showing (1) absence 
of aortic knob, (2) prominence of ascending aortic arch, (3) an- 
eurysm and surrounding consolidation and (4) “scalloping” 
of certain rib margins 


very slight cardiac enlargement and a small area 
of consolidation near the left hilus. Subsequent 
re-examination by fluoroscope showed increased pul- 
sation in the ascending aortic arch. Cardiac find- 
ings remained unchanged. The true diagnosis was 
first recognized at this point. After apparently 
doing well for 2 weeks, he again suddenly raised 
about 1,250 ce. of blood. This time the blood pres- 
sure fell promptly to 120 systolic and 80 diastolic, 
but rallied with saline and blood infusions. Nine 
days later, he called the nurse and told her that 
he was going to cough again, and suddenly raised 
about 500 cc. of blood. He died within 5 min- 
utes. 

At autopsy, an unusually large thymus gland was 
found, with large lymph nodes at the hilus of each 
lung. The lungs were generally filled with blood, 
but a considerable air space remained; there was 
no evidence of pneumonia or tuberculosis. At the 
level of the fifth rib on the left, there was an area 
of erosion and consolidation through which a direct 
communication existed between a small aortic an- 
eurysm and a small bronchus. The heart appeared 
to be normal in size (300 gm.), with very slight 
hypertrophy of the left ventricular wall (19 mm.). 
The aortic valve was bicuspid and somewhat thick- 
er than the pulmonic, but showed no evidence of in- 
flammatory changes. One cusp measured 23 mm. 
and carried a corpus arantii; the other measured 
33. mm. Only the rudiment of a dividing raphe 
could be found behind the larger cusp. The left 
coronary artery was normal. The right descending 
branch of the right coronary artery arose directly 
from the aorta. All three vessels took origin be- 
hind the larger aortic cusp. The other valves and 








pulmonary artery were normal. The ascending and 
transverse portions of the aortic arch and the 
origins of the three great vessels were normal. The 
ascending arch was 2 cm. in diameter. The de- 
scending arch diminished rapidly in size to 1 cm. 
at about 1 cm. above the insertion of the ductus 
arteriosus, which was patent for about half its 
length, but did not contain clot. Immediately below 
this insertion there was a fibrous constriction of 
the aortic wall to a lumen, 3 mm. in diameter (fig- 
ure 2). Two centimeters below the coarctation was 
an 8 mm. opening into an aneurysm situated on the 
left of the mid-line between the fifth and sixth ribs 
and measuring 3.5 by 3.5 by 4 cm. It was partly 
filled with organizing clot and had ruptured into 
a small bronchus. Below the aneurysm the aorta 
was small and thin-walled. The intercostal ar- 
teries were grossly normal, except the fourth pair 
which were dilated to 4 mm. The aortic wall was 
of normal structure microscopically and without 
inflammatory change. The stomach was dilated 
with approximately 1,000 cc. of blood. There was a 
generalized prominence of the abdominal lymphoid 
tissue showing loose structure with poorly formed 
follicles. The liver and adrenals were normal. One 
small, typical infarct was found in the spleen, and 
one in each kidney. Outside the areas of infarc- 
tion, the kidney tissue was histologically normal. 
The hair distribution was feminine in type and there 
was none in the axillae. 


Case 2. ‘N. B., No. 320,501, female, aged 19 years 
was first discovered to have high blood pressure 
in the course of the routine physical examination 


























FIGURE 2 Case 1 Photograph taken at autopsy showing 
the heart (retracted by the hand to the left), the ascending 
aorta (1), the innominate artery (2), the descending arch (3), 
the point of actual coarctation (4), the pulmonary artery (5) 
the ductus arteriosus (6), the aneurysm (7), and the descending 
acrta. The ascending aorta is slightly stretched. 


of basketball players. She had showed no clinical 
signs of cardiac insufficiency of any sort and had 
always played vigorously. Various examinations at 
different health centers within the past 2 years 
reported normal heart findings. As a child, she had 
been subject to frequent attacks of nosebleed with- 
out obvious cause, but these had long since ceased. 
Occasionally, she had had the feeling that her 
hands were warmer than those of her friends. Ex- 
cept for minor childhood diseases, she had never 
been ill. 
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Her father died at the age of 40 of sepsis originat- 
ing in a tooth. Her mother is 51 years of age and 
well, except for moderate attacks of hay fever. 
There are six siblings, all living and well, although 
. younger brother had had frequent convulsions up 
to the time of puberty. 

Physical examination showed an unusually well- 
developed and robust girl. The retinal vessels showed 
marked arteriosclerotic changes without evidence of 
hemorrhage or venous engorgement. There were 
conspicuous pulsations in the suprasternal notch 


and in both supraclavicular regions, where a sys- 
tolic bruit could be heard. The lung fields were 
clear, except that a faint systolic murmur could 


be heard over the whole upper posterior chest. It 
was loudest at the level of the third dorsal spine over 
the two pulsating vessels, one of which could be seen 
on either side, coursing along the vertebral margin 
of the scapula for a distance of about 5 cm. No 
other anastomotic vessels could be found. The heart 
seemed slightly enlarged to the left on percussion, 
but orthodiagraphy disproved this. A soft midsys- 
tolic murmur was heard at the apex. At the base, 
there was almost complete obliteration of the first 
sounds by a harsh systolic murmur. The aortic 
second sound was louder than the pulmonic and 
rather metallic in character. Along the right sev- 
enth rib, and loudest in the nipple line, was a 
shri systclic murmur, almost identical with that 
heard in case 1. No diastolic murmurs, shocks or 
thrills were discovered. The radial pulse was full 
and bounding on both sides, but the vessels were 
easily collapsible. The abdomina! aorta could scarce- 
ly be felt to pulsate, and no femoral pulse could be 
made out at the time of hospitalization, although 
the left had been found a few weeks previously. 


The pulse could be felt in the popliteal and dorsalis 
pedis vessels of both sides; 
comparison 


it was perceptibly de- 


layed by with the radial pulse. The 
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FIGURE 3 Case 2. X-ray of chest, showing (1) absence 
f aortic knob; (2) prominence of ascending aortic arch and 
rosions of the ribs (see also figure 4). 


blood pressure was 164 systolic and 92 diastolic in 
right arm, and 152 systolic and 80 diastolic in 
the left. No reading could be made of the pressure 
in the legs by the auscultatory method. The skin 
temperature was 32.5°C. over the suprasternal notch, 
ind 33.1°C. over the umbilicus. The right side of 
the body averaged 1.2°C. cooler than the left, but 
was no significant difference in the temper- 
atures of the hands and feet. 

Repeated examinations of the urine and blood were 


the 


there 











negative; the blood Wassermann was negative. The 
basal metabolic rate was minus 16. The electrocar- 
diogram showed slight left axis deviation, but was 
otherwise normal. X-ray examination (figure 3) 
showed exaggeration of the ascending aortic arch, 
narrowing of the supracardiac shadow, practical 
absence of the aortic knob, an indefinite defect in 
the arch of the aorta seen laterally at the level 
of the aortic valve, and intermittent bilaterally sym- 
metrical erosion (figure 4) of the under aspects of 
the costal margins. Renal function was normal ac- 
cording to the intravenous phenolsulfonphthalein 
excretion test. 

She was advised to restrict her activities 
sports, but to lead an otherwise normal life. 

Coarctation of the aorta is best defined as a 
condition in which there is marked narrowing 


| 


in 

















FIGURE 4. Case 2. Detail of ribs (taken with intention 
ot showing ribs only) exhibiting “‘scalloping’’ in ribs 3 and 4 
(numbered) and erosion of the cortex along the lower margins 


of ribs 5 and 6. 


or even complete obliteration of the lumen of 
the descending aortie arch at or about the level 
of insertion of the ductus arteriosus. Accord- 
ing to Abbott’ the condition was first recog- 
nized in a dissecting room specimen by Paris m 
1791. The narrowing may be either very abrupt 
(adult type), which is compatible with quite 
a long life, or gradual over some little distance 
between the origin of the left subclavian artery 
and the insertion of the ductus. The latter 
condition is usually found only in infants, but 
is not to be confused with the slight normal 
narrowing of the isthmus that persists for a 
short time after birth while the aortie arch ad- 
justs itself to carrying the entire systemic cir- 
culation. 

Evans’® has recently introduced the follow- 
ing classification that embraces in one system 
the usual anomalies of the great vessels, thus 
dispensing with classification by age at death: 
type I, congenital stenosis of the aortic arch, 
with patency of the ductus arteriosus and hypo- 





plasia of the proximal aortie arch; type II, eon- 
venital stenosis of the aortie arch, with closure 
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of the ductus arteriosus and hypertrophy of the 
proximal aortic arch; type III, same as type 
II, with complete atresia of the distal aortic 
arch; type IV, interruption of the distal aortic 
arch, with widely patent ductus arteriosus and 
hypoplasia of the proximal portion of the aorta; 
type V, congenital atresia of the proximal por- 
tion of the aorta, with patent ductus arteriosus; 
type VI, congenital absence of ascending aorta, 
with patent ductus arteriosus. 

Case 1 belongs to Evans’s type II. Case 2, 
however, may belong to type II or type III, as 
no means of differentiation is now at hand. 

In both of these cases the hypertension in a 
young person was the first finding to attract at- 
tention. This point has been stressed repeatedly 
in the literature. In the first case many of the 
difficult clinical manifestations are fairly well 
explained by the postmortem findings. It seems 
likely that the attack of scarlet fever may have 
precipitated the failure of the aortic wall just 
below the coarctation. The chest pains and vio- 
lent hemoptyses were probably due to the an- 
eurysm. The slight cough, having persisted for 
some months in the presence of large chronical- 
ly infected tonsils, is most likely to have been 
due to a low-grade upper respiratory infection ; 
no evidence of tuberculosis or other primary in- 
volvement of the lungs themselves was found at 
autopsy. The episodes of chills and fever must 
have been due to the small infarctions, which 
were probably sterile because of his normal tem- 
perature between attacks and sterile blood eul- 
tures. The low renal function, which in ease 2 
and in many other reported cases is well within 
normal limits, is probably an expression of re- 
flex diminution of kidney function as a result 
of the small infarcts, although the possibility 
of delayed admixture of the blood above and be- 
low the coarctation must also be considered. 

The anomalous coronary artery seems to have 
had neither clinical nor electrocardiographie sig- 
nificance. 

From the fact that the blood pressure in the 
lower extremities in case 2 could not be deter- 
mined by the auscultatory method, and from 
the more conspicuous erosions of the ribs, it may 
be argued that the degree of coarctation is 
greater than that in case 1. The apparent par- 
adox of subnormal skin temperatures below the 
coarctation in case 1 and normal skin-tempera- 
tures in case 2 serves but to emphasize that an 
entirely adequate collateral circulation may be 
established. 

DISCUSSION 

Since the majority of the cases listed in the 
literature are treated as wholly isolated phe- 
nomena, there are relatively few observations 
on the frequency of occurrence of coarctation of 


the aorta. These have been summarized in 
table 1. 





Out of 77,207 autopsies coarctation was found 
55 times. That this figure is somewhat below 
the true value seems likely because the autopsies 
are not truly consecutive, there being seven dif- 
ferent sets of statistics, and because minor de- 
grees of coarctation may be easily overlooked 
at autopsy. That the clinical diagnosis is being 





TABLE 1 
Series Number Cases 
of of Co- 
Autop- = _ areta- 
sies 





Hartford Hospital © 

Guy’s Hospital* 

Meixnerj 

Ophiils7 

Jaffe and Sternberg; 

London Hospitalt 

Massachusetts General Hospital§ 


Totals 77,207 


Probable incidence per 100,000 autopsies 


Fawcett, quoted by Evans.’ 
tQuoted by Blackford.°® 
tEvans,” 

§White, quoted by Abbott.? 








made with much more frequency in the last 8 
years, since the publication of Abbott’s? and 
Blackford’s® exhaustive papers, is clearly evi- 
dent from even a casual review of the current 
literature. 

In table 2, simply for comparison, are set 
down the figures showing the relative incidence 
of congenital cardiae and great vessel anomalies 
of all sorts and of anomalies of the coronary ves- 
sels. 





TABLE 2 


Autopsies 


of 


Series 


Congenital Anomalies 
of Heart and Great 


| Number 
| Vessels 
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_|Congenital Anomalies 


| of Coronary Arteries 


| 


Hartford Hospital 
Massachusetts General 
Hospital* 7,500 67 


Totals 9,193 82 
Probable incidence per 100,000 autopsies 891 


*McGinn and White.™ 











The two groups of cases.shown are not intended 
to establish the numerical incidence of these le- 
sions; but, because they do show much the same 
percentage incidence, they provide a rough 
gauge. In both tables 1 and 2, the totals have 
been extrapolated to the basis of 100,000 autop- 
sies for ease of cumparison. 

In their series of 7,500 autopsies at the Massa- 
chusetts General Hospital, MeGinn and White’ 
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found 10 eases of congenitally bicuspid aortic 
valve (133 per 100,000). This figure is much 
lower than the estimate usually given. Ab- 
hott® has found that bicuspid aortic valve is as- 
sociated with 28.5 per cent of the cases of co- 
aretation of the aorta, and that in approximate- 
iy 50 per cent of these death was from spon- 
taneous rupture of the aorta, either with or with- 
it the previous formation of an aneurysm. 

Approximately three times as many cases of 
coaretation oceur in males as in females. 

The so-called Skodaie theory that an extension 
of a **peeuliar tissue’’ of the ductus arteriosus 
into the aortic wall at the site of its insertion 
causes coarctation by its normal tendency to con- 
traction has now pretty generally given way: to 
the epinion that the fundamental change lies 
in a defect in development of the primitive 
aortie tree. This opinion is strongly confirmed by 
the discovery in Hamilton and Abbott’s original 
case’® of what appeared to be a persistent fifth 
arch. It is also by means of this conception 
that Evans formulates his classification. 

The eriteria for clinical diagnosis of coarcta- 
tion are now well established (Abbott,? Black- 
ford,= Amberg,’ Dock,’ Evans,’® Fray," Me- 
Ginn and White™). Symptomatically, the pa- 
tient may present almost any complaint at- 
tributable to a deranged cireulation. Our first 
patient, for example, complained of obscure 
pains in the chest, as did also a patient of Ab- 
bott’s. Stewart and Bellet’s’® patient was seized, 
while working, with a terrific pain in the ‘‘pit 
of the stomach’’, and on examination showed 
collapse and left upper rectus spasm. He died 
suddenly 5 days later from a rupture of the 
dissecting aneurysm, which was presumably es- 
tablished with the onset of pain. Eppinger and 
Midelfart® had one patient that complained of 
coldness of the feet and another that had cold- 
ness of the feet and repeated excruciating left 
lower quadrant pains, for which, on repeated 
exploration, no anatomic cause could be found. 
Blumgart, Lawrence and Ernstene*® feel that 
cramps and coldness in the legs probably repre- 
sent the first symptoms of decompensation in 
eases of coarctation. 

Symptoms of acute or chronic decompensation 
and those of cerebral accident are also fairly 
common. Sudden death without premonition of 
illness is common enough to make this an impor- 
tant medicolegal consideration. These cases also 
share in the recognized predisposition of all 
congenitally defective hearts to endocardial in- 
fections, and are sometimes first seen with a 
definite endocarditis. 

The findings upon examination of the patient 
necessarily vary with the degree of coarctation, 
the extent of the collateral circulation, and the 
presence or absence of associated abnormalities, 
which are rather frequent. Pathognomonic, 
however, is retarded, diminished or absent pulse 





in the lower extremities, in the presence of a 
full, bounding pulse in the upper extremities, 
provided embolism in the iliae arteries is ruled 
out. The impression of palpation may be quick- 
ly confirmed by comparison of the radial with 
the popliteal blood pressure. Normally the 
popliteal pressure is 20 to 40 mm. higher than 
the radial, both taken with the patient recum- 
bent. The presence of visibly bounding pulsa- 
tions in the suprasternal notch, while not diag- 
nostic, is strongly suggestive. Visibly or pal- 
pably pulsating vessels over the back, particu- 
larly near the scapular margins, are again al- 
most pathognomonic, although they may not be 
found at all, if the main circulatory burden 
is being carried by the internal mammary and 
epigastric arteries. Examination of the heart 
itself usually discloses a loud systelic murmur 
over the base, sometimes with a thrill, sometimes 
with a diastolic murmur, and sometimes with a 
diastolic shock over the aortic area. There is 
usually a generalized precordial systolic mur- 
mur. Evidence of cardiac hypertrophy is often, 
but not necessarily, found. The electrocardio- 
graph may show left ventricular preponderance 
before left ventricular hypertrophy can _ be 
shown by other means, but is not otherwise di- 
agnostic (Graybiel, Allen and White’? and Am- 
berg’). It may, however, give evidence of myo- 
cardial failure in cases where this has super- 
vened. 

The x-ray examination of the chest is singu- 
larly interesting. Fray" has discussed at some 
length the reasons for assuming that scalloping 
of the lower rib margins, usually symmetrical- 
ly, is pathognomonic. In addition, he contends 
that in true eases of coarctation it should be 
possible in the left oblique posteroanterior view 
to demonstrate a gap in the continuity of the 
aortic arch. This, unfortunately, is not true 
in all cases. In persons approaching the twen- 
ties or in older individuals the absence of the 
shadow of the aortic knob is usually quite strik- 
ing, and under the fluoroscope a greatly in- 
creased pulsation of the ascending aortic arch 
ean be seen. Ernstene and Robins® have pub- 
lished very interesting postmortem radiographs 
of one of their cases, taken after the injection 
of the arterial tree with an opaque medium. 

The pathologie physiology of this condition 
has been studied by Blumgart, Lawrence and 
Ernstene.° They have showed that in 2 eases, 
both subsequently confirmed by autopsy, the 
femoral pulse wave was flattened in contour and 
retarded in time. Normally it precedes the ra- 
dial pulse by about 0.01 second; in this instance 
it follows the radial wave by 0.15 to 0.2 second. 
This retardation may be clinically perceptible, 
as in ease 2, and should lead to careful search 
for other signs. They have also found that 
there is a somewhat slower rate of circulation in 
the lower extremities than normally, but that 
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the arteriolar blood pressure is approximately 
normal, and certainly the same, in both arms 
and legs. They conclude from studies on blood 
gases that the cireulation at rest is within physi- 
ologie limits, but that, because of the constant 
eardiae overload in the upper extremities and 
above the coarctation, the heart may often be un- 
able to respond adequately to the demands of in- 
creased activity below the coarctation. Eppinger 
and Midelfart® made skin temperature measure- 
ments on their patients and found that they 
were within normal limits for 2, but that the 
feet of the third, mentioned above as having left 
lower quadrant cramps, were 4°C. colder than 
her hands. This was also true in the present 
ease 1. 

It has oceurred to many that cases of coarcta- 
tion of the aorta offer an opportunity to study 
the effects of prolonged hypertension versus pro- 
longed hypotension on the blood vessels in the 
same person. Thomson and Lamb’*® found even 
more sclerosis in the femoral artery than in the 
brachial of their 5 year old patient. During 
life the blood pressure in the arms had ranged 
between 175 and 225 systolic and 120 and 160 
diastolic, while that in the legs had been fairly 
constant at 125 systolic. The diastolic pressure 
in the legs could not be determined. Stewart 
and Bellet,’® found that the arterioles above the 
level of the coarctation in a patient, aged 26, 
with a brachial blood pressure of 130 systolic 
and 60 diastolic and with the femoral blood 


pressure not determined, showed great thicken- 
ing, chiefly involving the musculature and in- 
ternal elastic lamina, while those below the level 
were normal. The walls of the bronchial arteries 
were normal, but their smaller branches showed 


hyperplasia. Graybiel, Allen and White’? took 
biopsies from the skin and muscle of the arms 
and legs of 5 subjects whose average age was 
26 years and whose brachial systolic and diastolic 
pressures averaged 70 and 28 millimeters more, 
respectively, than those in the legs. After very 
careful measurements and examinations of the 
tissues, they were unable to find any significant 
difference and conclude that their findings ‘‘rule 
out slight to moderate degrees of hypertension, 
maintained over long periods of time, as a cause 
of pathologic changes in the smallest arteries 
and arterioles on the voluntary muscle and skin 
in young individuals’’. 

The early recognition of coarctation of the 
aorta is of considerable importance to the pa- 
tient because it may be the means of saving him 
much useless therapy directed to the relief of 
‘essential hypertension’’, and because the work 
of Amberg* suggests that, besides the obvious 
measures of protection from undue cardiae over- 
load, there may be some hope of active therapy 
for the condition. In one case he applied dia- 
thermy over the lower chest and upper abdomen 
with the inactive electrode at about the same 
level on the back and found that the blood pres- 





sure of the arms fell slightly, while that of the 
legs remained essentially the same. There was, 
moreover, a tendency to return to the norma: 
pulse curve in the circulation of the legs after 
repeated treatments, as shown by the develop- 
ment of palpable pulsations in the abdominal 
aorta. 

The prognosis in this type of case must be 
guarded. Abbott has found that, of 200 cases, 
9 died between the ages of 3 and 10 years, 45 in 
the second decade, 49 in the third, 45 in the 
fourth, 28 in the fifth, 12 in the sixth, 10 in the 
seventh and 2 exceeded the seventieth year. Not 
enough cases have since been reported to alter 
the figures significantly, and those which we have 
surveyed fall within these same general groups. 
Her figures further show that the major cause 
of death is by decompensation or by sudden 
failure, with spontaneous rupture of the aorta, 
other (unrelated) causes and cerebral accident 
following in order. 


SUMMARY 


Two cases of coarctation of the aorta have 
been presented. They exemplify the major di- 
agnostic’ criteria of the condition—brachial hy- 
pertension with femoral hypotension, visible col- 
lateral circulation, systolic thrill with diastolic 
shock at the base, absent aortic knob and faint 
erosion of the ribs revealed by x-ray. More- 
over, One case was confirmed by autopsy, where 
the concomitant unexpected findings of bicuspid 
aortic valve and anomalous right coronary ar- 
tery were discovered. The other case illustrates 
well the fact that the condition is not ineom- 
patible with apparently good health. 

The major points of interest in connection 
with this anomaly—its incidence, etiology, di- 
agnosis, pathologic physiology, treatment and 
prognosis—have been touched upon. 


I am indebted to the members of the medical 
staff and of the pathology department of the Hart- 
ford Hospital for their helpful suggestions and con 
structive criticisms, and to Drs. Quarrier, Starr, 
Roberts and Ogden for having placed their data 
regarding case 2 at my disposal. 
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A SUCTION TUBE FOR ILEOSTOMY 


BY ROLF LIUM, M.D.* 


HE postoperative care of patients after an 

ileostomy presents a distressing problem be- 
cause of skin erosion and wound infection. Fur- 
thermore, these patients are often desperately 
ill, and the frequent changes of dressings are 
poorly tolerated. Decompression of the small 
bowel by means of a catheter that is tied in place 
serves for a few days while only gas is ex- 
pelled, but when a food is taken, the opening 
of the catheter frequently becomes clogged with 
fecal particles. Any ordinary system of tube 
suction fails to work because the mucosa of the 
bowel is drawn into the opening, thereby serv- 
ing as a barrier against the entrance of fecal 
matter. 

During the past 2 years I have used a metal 
suction tube on a number of patients after an 
ileostomy, and the results have been gratifying. 
This apparatus consists of a eylinder within a 
cylinder and is so devised that the inner cylinder 
is a quarter of an inch shorter than the outer. 
The jacket has a number of perforations in the 
portion that is outside the bowel, and by this 
arrangement, any suction that is not used to re- 
move fecal matter is diverted to the outside. 
Furthermore, the mucous membrane is not 
drawn. into the tube, but when fecal matter is 
carried along by peristalsis, it is pushed up to 
the mouth of the inner tube and carried away. 
The clogging of the air space between the two 
tubes is precluded by the direction of the air 
current, which is from the outside in. The inner 
tube can be removed at intervals to be cleaned 
without disturbing the outer jacket. These fea- 
tures are shown in diagrams 1 and 2. 

In order to afford complete protection of the 
wound for 48 hours after operation, it is best 
to tie a rubber catheter into the bowel at the 
time of operation. When this is removed, a 
thick paste is made of sterile kaolin and vaseline 
and applied in generous amounts around the 
ileostomy and over the wound. This area is cov- 
ered with three thicknesses of gauze, and the 
tube is inserted into the bowel. The metal disk 
limits the segment of tube that can enter the 
bowel, and the pliable metal wires are held down 
by the abdominal binder so that the tube can- 
not be dislodged. This arrangement does not 
dispense entirely with dressings but reduces them 
to one or two a day. The patient is free to 


turn from side to side without limitation of 

movement. 
Lium, Rolf—1935-36, Fellow in surgery, Lahey Clinic. For 
nd address of author see ‘“‘This Week’s Issue,’’ page 











Two other factors in the successful operation 
of this device are a fairly strong suction and 
thick rubber tubing that will not collapse un- 
der the negative pressure that develops when 
the finger is held over the end of the inner 
tube. 

I have used water suction in 4 cases with ex- 
cellent results. In a number of patients, this 
tube has removed 1,500 to 2,500 ec. of liquid 
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DIAGRAM 1. 


Enlarged sketch of tube to show the construction. 





DIAGRAM 2. 
Suction tube in place and connected to bottle by the bedside. 


feces in 24 hours, and the wounds have healed 
by first intention without any irritation of the 
surrounding skin. <As soon as the fecal matter 
becomes semisolid, the efficacy of the tube di- 
minishes, and it had best be removed because 
of frequent clogging. This has always happened 
in my experience after the ninth day, by which 
time the wound is well healed. 

This tube is supplied by Hiller and Heuser 
Co., 25 Cambria Street, Boston. 


I am grateful to Dr. R. B. Cattell for allowing me 
to use this tube on a number of his patients. 
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RECENT DEATHS 


SANBORN—GeorcE H. Sanborn, M.D., of Henni- 
ker, New Hampshire, died at his home on January 
23, 1937, after a short illness. 

Born in Barnstead in 1854, Dr. Sanborn was grad- 
uated from Exeter Academy in 1873 and in 1874 re- 
ceived a degree from Bowdoin College. He practiced 
medicine in Chicago for a few years before he went 
to Henniker. Ten years ago he retired from active 
practice after fifty years of service. 

He was a member of the New Hampshire Medical 
Society and of county and national medical associa- 
tions. 

Four children, Hughes Sanborn, of California, 
Paul Sanborn, of Manchester, Mrs. Laurie Cox, of 
Syracuse, New York, and Miss Georgia Sanborn, of 
Henniker, survive him. 

WALKER—CuarteEs S. WALKER, M.D., of Keene, 
New Hampshire, died in the Elliot Community Hos- 
pital in that city on January 19, 1937, after a short 
illness. 

A graduate of Dartmouth Medical School, Dr. 
Walker had practiced medicine in Keene for nearly 
forty years. He served in the medical detachment 
of the first New Hampshire regiment on the Mex- 
ican border and, during the World War, was in 
charge of hospital supplies for the 26th Division in 
France, with the commission of major. He was 4al- 
ways interested in military affairs and was respon- 
sible for the establishment of the local post of the 
American Legion, which he served at one time as 
commander. He had suffered from ill health for 
several years after the war but had been able to 
resume his medical work a few years ago. He was 
a member of the New Hampshire Medical Society. 

One brother, W. W. Walker, of Portland, Maine, 
survives him. 





MISCELLANY 


New HAMPSHIRE BOARD OF REGISTRATION IN MEDICINE 


At a meeting held at the State House, Concord, 
on January 19, Dr. Fred E. Clow, of Wolfeboro, was 
elected secretary-treasurer of the New Hampshire 
Board of Registration in Medicine, in place of Dr. 
Charles Duncan, deceased. Dr. Howard N. Kings- 
ford, of Hanover, was re-elected president. Dr. 
Deering Smith, of Nashua, was appointed a mem- 
ber of the Board in the last days of the Bridges 
administration. Miss Harriet Parkhurst is clerk to 
the secretary, and the office will still be in the De- 
partment of Health at the State House. 


HOSPITALS 


The directors of the Hospital Aid Society of the 
Elliot Community Hospital voted at their annual 
meeting to pay $600 to Miss Louise H. Thompson, 
superintendent, to be used for soundproofing the 
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corridor, kitchen and service room of the second 
floor of the hospital. ; 

The Trustees of the Elliot Community Hospitz] 
have purchased and installed a deep therapy x-ray 
machine. Dr. Erskine R. Pickwick, of Fitchburg. 
Mass., x-ray specialist, will be in charge of the new 
apparatus. 

Friends and former patients of the late Dr. Arthur 
T. Downing, of Littleton, have been given an oppor- 
tunity to share in a fitting memorial to his mem- 
ory. An announcement has been made recently by 
a Littleton committee of the initiation of a memoria] 
fund that will make possible the purchase of an 
x-ray table for the Littleton Hospital. The cost of 
the equipment is approximately $3,100. 

The thirty-eighth annual meeting of the Laconia 
Hospital Aid Association was held recently. Total 
receipts for 1936 of $1,136.48, which are to be used 
for extra conveniences for the hospital and com- 
forts for the patients, were reported by Mrs. A. C. 
S. Randlett, treasurer. 

The Franklin Hospital Association at its recent 
annual meeting received encouraging reports of the 
institution’s progress during 1936. There were 16§ 
more patients admitted in 1936 than in the previous 
year. 

The Margaret Pillsbury General Hospital at Con- 
cord, which is sponsoring the play, “The Passing 
Show,” has voted to divert $1,000 of the proceeds 
toward the purchase of furnishings for the postmor- 
tem and mortuary building, which is now under 
construction on the hospital grounds. Miss Mary L. 
Whittaker, superintendent, stated that the most 
costly item of necessary equipment is a specially 
built table, which will be installed at a cost of $600 
to $700. The hospital served 5,500 people in 1936. 


PERSONALS 


Dr. Walter H. Lacey, of Keene, spoke on the sub- 


| ject of cancer at a health meeting of the Business 


and Professional Women’s Club in December. He 
divided his talk into three parts: the value of early 
examination, what New Hampshire is doing, and facts 
and facilities concerning cancer. At the present 
time there are 13 diagnostic clinics in New Hamp- 
shire. 

Dr. Norris H. Robertson, chairman of the Board 
of Health in Keene, was the guest speaker at a 
meeting of the Wheelock preschool group early in 
December. He spoke on the subject of immuniza- 
tion against children’s diseases, listing them and 
telling the preventive to be used in each case. 

Dr. Chancey Adams, of Concord, has been appoint- 
ed physician at the State Prison. He succeeds the 
late Dr. E. J. Delaney. 

The State Board of Health, through its president. 
Dr. George C. Wilkins, has selected for its execu- 
tive secretary, Dr. Travis P. Burroughs, of Concord. 
Dr. Burroughs assumes the position oceupied by the 
late Dr. Charles Duncan. Dr. Burroughs has been 
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the health officer and school physician in Concord 
since July, 1933. 

Dr. Albert Philip LaFrance, a member of the Ro- 
tary Club, was the speaker at the meeting of that 
organization at the Laconia Tavern on January 7. 
Dr. LaFrance also spoke before the Laconia Junior 
Woman’s Club on January 6. His subject was “The 
Field of Medical Research, Its Recent Trends.” 

Dr. Clifton S. Abbott spoke before the Rotary Club 
at Laconia on January 28, giving an informative ac- 
count of the work for relief of cancer victims. 

Dr. Joseph M. McCarthy, of Concord, was married 
to Miss Margaret M. Fitzgerald of Cambridge, Mass., 
on Saturday, January 30, at St. Mary’s Chapel, Bos- 
ton College. The couple sailed from Boston for a 
trip to Bermuda. 

Dr. Walter. F. Taylor, of Keene, has been named 
ity physician by reason of the sudden death of Dr. 
Charles S. Walker. 


NURSES 

The New Hampshire Graduate Nurses’ Associa- 
tion held its all-day quarterly meeting at Manches- 
ter on December 9. Miss Isabel M. Stewart of 
Teachers’ College, Columbia University, and presi- 
dent of the Association of Collegiate Schools of 
Nursing, was the principal speaker. Following brief 
business sessions of the sectional associations, the 
nurses gathered at the auditorium where Miss 
Stewart discussed “The Contribution of Colleges 
and Universities to the Basic Preparation of the 
Nurse.” 

The annual card party of the Portsmouth District 
Nursing Association held on January 13 was a suc- 
cess both from a financial and social viewpoint. 
Nearly fifty tables were in play. 

A réport of Miss Anna Savage, superintendent of 
nurses of the Keene District Nursing Association, 
was given at the quarterly meeting of the execu- 
tive board, January 2. A total of 1,403 visits was 
made by the nurses during the past three months. 
Of these, 673 were medical; 227, surgical; 213, ob- 
stetrical; 180, newly born; and 111, welfare. 

The Portsmouth Nurses’ Alumnae Association 
held its annual business meeting on December 17 
at the Nurses’ Home of the Portsmouth Hospital. 
The officers for the ensuing year are as follows: 
president, Esther Linscott; first vice-president, 
Dorothy Pridham; treasurer, Myra Proehl; directors, 
Mildreaé Comeau, Sarah Spear, Bertha Barnaby and 
Margaret Smith. 

The annual meeting of the Portsmouth District 
Nursing Association was held on Wednesday, Janua- 
ry 27. The speaker was Miss Rosanna O'Donoghue, 
superintendent of the Portsmouth Hospital, who gave 
an interesting talk on the work of the hospital, its 
problems and its accomplishments. 

A meeting of the Alumnae Association of the 
Margaret Pillsbury General Hospital Training 
School was held on January 20 at Concord. Twen- 
ty-seven members were present. Officers elected 
were: president, Miss May* Jewett; first and second 
vice-presidents, Miss Eleanor Messer and Miss Ethel 
Johnson; secretary, Miss Gretchen Cressey; direc- 














tors, Miss Catherine Piper, Miss Florence Benoit, 
Miss Catherine Kimball and Mrs. Margaret Carlton. 
Arrangements for a post-Lenten dance were dis- 
cussed, as was the alumnae scholarship, and the 
group voted $40 to pay for a page of advertising 
for “The Passing Show,” which was presented as a 
hospital benefit on February 3. 

MEETINGS 

A dinner and meeting of the Manchester Medical 
Association were held at the Derryfield Club on 
Tuesday, January 26. Dr. Benjamin E. Sanborn, 
president of the Association, presided at the ban- 
quet. 

Dr. Harry A. Cheney, of Campton, was elected 
president of the Belknap County Medical Society 
at the annual meeting held at the Tavern in La- 
conia in December. Other new officers are Dr. 
Alice Normandin, vice-president, and Dr. C. S. 
Abbott, secretary and treasurer. 

The first of a series of lectures on obstetrics, 
which is sponsored by the New Hampshire Medical 
Society and the State Board of Health, opened at 
Dover on January 25. Other lectures in the series 
will take place at Manchester, Hanover and Berlin. 
Specialists from Boston will give the lectures, which 
are part of a state-wide campaign to reduce infant 
and maternal mortality. 

A meeting of the Strafford County Medical So- 
ciety was held on January 28 at Rochester. There 
were twenty-four members and guests present. Dr. 
H. W. Adams of Somersworth and Dr. P. C. Grigg 
of Rochester were elected to membership. The fol- 
lowing officers were elected: president, Dr. A. E. 
Barcome; vice-president, Dr. N. K. Chesley; secre- 
tary-treasurer, Dr. Edna Walck; auditor, Dr. R. G. 
Blanchard; delegate for two years, Dr. J. J. Morin; 
necrologist, Dr. Louis W. Flanders; censors, Dr. 
J. L. McLaughlin, Dr. J. J. Topham and Dr. G. C. 
Rublee. Speakers at the meeting were Dr. Frank 
E. Kittredge and Dr. G. E. Haggart of the Lahey 
Clinic, who spoke on “Fractures”. 





CLINICS 

Acceptance of the cancer clinic at the Margaret 
Pillsbury General Hospital at Concord as an ap- 
proved treatment center by the American College of 
Surgeons was announced recently. Approval by 
the College is given to those centers that can pro- 
vide satisfactory treatment by the use of surgery, 
x-ray. or radium or their combination. Forty-six 
new cases were examined at the local clinic during 
1936, and of these, twenty-eight, or 61 per cent, 
were found to suffer from malignant disease. 

Five new patients and eight persons previously 
examined attended a New Hampshire Tuberculosis 
Association Clinic at the Elliot Community Hospi- 
tal on January 26. Dr. Robert Kerr, the examining 
physician, was assisted by Mrs. Mildred G. Aiken, 
county tuberculosis nurse. 

A maternity clinic under the supervision of the 
State Board of Health, Division of Maternity, In- 
fancy and Child Hygiene, was held at the Ports- 
mouth Hospital on Monday, February 8. Dr. Ches- 
ter F. McGill was the attending physician. 
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CASE 23081 
PRESENTATION OF CASE 


A 41% year old girl was admitted complain- 
ing of stiffness of the neck. 

The patient had been well until 3 months 
before entry, when she began to complain of 
marked stiffness of the neck that became pro- 
gressively worse until, at the time of entry, the 
head was fixed in flexion and rotated to the 
right side. There was pain over the right occi- 
put during the month preceding entry, and for 
3 weeks before admission shooting pain ap- 
peared and increased progressively in severity. 
No areas of dysesthesia in her arms or legs were 
noted, but she frequently cried out in her sleep. 
She seemed to be more comfortable in the prone 
position and appeared to tire easily on walking 
short distances. On these occasions she com- 
plained of pain in both legs, which was relieved 
by massage. She kicked and jerked her legs 
frequently during her sleep. Recently it was 
necessary to assist her in climbing stairs be- 
cause she was easily fatigued. During the past 
3 days she complained of ‘‘tingling and sting- 
ing’’ in both ears. On several occasions be- 
fore coming to the hospital she fell to the floor 
complaining of headache and refused to allow 
anyone to come near her. There had been no 
deviation or unsteadiness of gait. There was no 
fainting or convulsions. 

The child had had frequent earaches for sev- 
eral years. Both ears were lanced about 6 
months before entry, but there was no subse- 
quent discharge. A year before entry the child 
had malaise and weakness and remained in bed 
for 8 days. At that time she seemed to prefer 
sitting up in bed. The patient recovered com- 
pletely with no sequelae. Ten days later her 
mother became ill with what was diagnosed as 
infantile paralysis. Four months before entry 
the child fell from a porch, injuring her chin. 
At that time there was no apparent injury to 
the neck. 

Physical examination showed a well-developed 
and nourished young girl in no acute discom- 
fort. There was slight restriction of forward 
bending of the neck, with some spasm of the 
muscles. Back bending was normal, side bend- 














ing to the left was normal, but to the right was 
slightly restricted. Rotation to the right was 
slightly restricted, but it was normal to the 
left. There was an area of slight tenderness at 
the base of the occiput and a little to the right 
of the mid-line. There was an indefinite mass in: 
this region, extending 7 centimeters to the right. 
There was no tenderness over the mass. The 
remainder of the physical examination was said 
to be negative. No abnormal neurologic phe- 
nomena were noted. 

The temperature was 99°F., the pulse 100. 
The respirations were 25. 

Examination of the urine showed a specific 
gravity of 1.022, with a trace of albumin. The 
sediment contained an occasional white blood 
cell, but was otherwise negative. The blood 
showed a red cell count of 4,000,000, with a 
hemoglobin of 70 per cent. The white blood 
cell count was 10,700, 71 per cent polymorpho- 
nuclears. The serum protein was 6 grams, the 
serum calcium 10.8, the serum phosphorus 5.8, 
and the phosphatase 10.04 units. 

X-ray examination showed that the spinous 
process of the second cervical vertebra was en- 
larged. The cortex was thin and apparently ex- 
panded without a definite break in continuity. 
The surrounding soft tissues were normal, and 
there was no new bone formation. The central 
portion of the bone showed extensive decalci- 
fication and a few ill-defined cystlike cavities. 
The skull, chest, long bones and the remainder 
of the spine appeared normal. 

On the third hospital day an operation was 
performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. CHANNING C. StmmMons: It seems to me 
that there are two questions in this case. First, 
are all of her previous symptoms due to the 
present disease? Secondly, do the attacks she 
had a year ago have any relation to this dis- 
ease ? 

What is the nature of this tumor? Appar- 
ently it is localized at the second cervical ver- 
tebra and does not involve the other bones of 
the body. There are four possibilities. It might 
be an inflammatory condition, a skeletal disease, 
such as osteitis fibrosa cystica, a metastatic tu- 
mor or a primary bone tumor. (1) An inflam- 
matory condition does not seem possible, al- 
though I suppose that tuberculosis would have 
to be considered. The white cell count was 
slightly elevated, 10.700; but I should think 
no more than any child might have. The tem- 
perature was normal. As far as I ean determine 
there is no other evidence of infectious disease. 
(2) A generalized skeletal disease, such as ostei- 
tis fibrosa cystica or parathyroidism, should be 
considered. A condition of this sort, however, 
is ruled out by the blood chemistry, because the 
serum calcium and phosphorus were within nor- 
mal limits. The serum protein was 6—almost 
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within normal limits. The phosphatase was 
10.04 Bodansky units. I suppose that is nor- 
mal in a child of 414, but it would be distinctly 
high in an adult. Therefore, with the other 
bones negative and the blood chemistry nega- 
tive, | think that we ean fairly well rule out 
skeletal disease. (3) As regards metastatic tu- 
mor, there is no evidence of a primary tumor, 
and a primary tumor with metastasis in a child 
of this age is very unusual. We do get tumors, 
however, such as neuroblastomas, which produce 
metastases in young people some time before 
iny evidence of the primary lesion can be made 

it. (4) The next possibility is a primary bone 
tumor either malignant or nonmalignant; giant 
cell tumor, Ewing’s tumor and osteogenic sar- 
coma are the three common ones. Multiple mye- 
oma should also be considered, although I have 
never seen it in a young child. This case pre- 
sents a centrally placed tumor, which has pro- 
duced bone destruction and apparently no new 
bone formation. Ewing’s sarcoma produces 
bone destruction of that sort, but usually there 
is a little more reaction around it. I think that 
a giant cell tumor is the most probable diag- 
nosis, although I have never seen a giant cell 
tumor in exactly this situation. I believe ex- 
ploration is the proper procedure. I would not 
make a definite diagnosis, but I would say that 
it might be a giant cell tumor. 


CLINICAL DISCUSSION 


Dr. Rospert B. Oscoop: The history of trauma 
is interesting to me. I do not know that it has 
anything to do with the development of the 
tumor, since the child showed no symptoms until 
3 weeks after this accident. Certainly it was 
a very jarring accident to her head, with con- 
siderable trauma to the chin. Another inter- 
esting point was the fact that the family was 
quite sure that the child was losing strength 
in her legs. 
knee jerks were more active than they should 
have been. 

We made a preliminary diagnosis of giant 
cell tumor, although in a quick search through 
the literature I could not find any reference 
to tumors in that region in a child as young as 
this. She was operated on by Dr. Jason Mix- 
ter and Dr. Sumner Roberts. A frozen section 
at the time of the operation showed what seemed 
to be perfectly typical giant cell tumor tissue. 
That was confirmed later when the remainder of 
the tissue was put through the regular patho- 
logical preparation. According to Dr. Cod- 
man’s theory of aneurysmal formation of giant 
cell tumors of the bone, one might conjecture 
that the accident, which was only 9 weeks before 
entry, had something to do with it. I do not 
know whether it is possible to have such a tu- 
mor develop in that time. The tumor was fair- 
ly vascular. The dura was identified in the 








She was easily fatigued, and the 











The 
walls were preserved wherever possible but 


depth of the incision and was not opened. 


could not be well approximated. She had a 
normal convalescence. I have heard from her 
since she was discharged, and everything is 
going well. It is now about 8 weeks since the 
operation. 

Dr. Tracy B. Matuory: As Dr. Osgood has 
told you, the sections from this tumor showed 
a typical benign giant cell tumor. 


Are you going to rest content with the surgi- 


eal procedure, Dr. Osgood, or are you going 
to give x-ray treatment? 
Dr. Osaoop: I have no way of knowing which 


course is wiser. She is having postoperative 
x-ray treatment, however. 

A Puysictan: How often do you find a giant 
cell tumor in a child as young as this? 

Dr. Oscoop: I do not know. Dr. Maxwell 
Harbin of Cleveland reviewed cases of giant cell 
tumors of the spine, and they are very rare in 
children. The youngest patient in his series 
was 9 years old. This child was only 414. 

Dr. Simmons: The only comment that I might 
make is the relation of trauma to this lesion. 
We certainly get a history of trauma a relative- 
ly short time before the tumor appears in a 
great number of cases. On the other hand, 
many children receive serious injuries, and 
nothing happens. Dr. Codman feels that trauma 
has little effect, the history is so common. I 
cannot help feeling that it must have some re- 
lation in certain cases. 

A PuysiciAn: It is possible for a tumor of 
that sort to develop in 9 weeks? 

Dr. Stumons: I believe so. 


She was a very 
small child. 
PREOPERATIVE DIAGNOSIS 


Benign giant cell tumor of the second cervi- 
cal vertebra? 
Dr. CHANNING C. StmMmons’s DIAGNosIs 


Benign giant cell tumor of the second e¢ervi- 
eal vertebra? 


PATHOLOGICAL DIAGNOSIS 


senign giant cell tumor of the spine. 





CASE 23082 
PRESENTATION OF CASE 


First Admission. <A 47 year old American 
boxmaker was admitted complaining of short- 
ness of breath. 

The patient had been perfectly well until 6 
months before entry, when he first noticed swell- 
ing of his legs which appeared in the evening 
but disappeared in the morning. Coincident 
with the edema there was shortness of breath 
on moderate exertion. A physician prescribed 
medication, probably digitalis, which seemed to 
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improve his condition, but during the sueceed- 
ing months the dyspnea, though slight, was con- 
tinuous, and there was a slight nonproductive 
He had gained 7 pounds during this 


cough. 
illness. 

Physical examination showed a well-developed 
and nourished, orthopneic man who appeared 
to be moderately ill. There was cyanosis of the 
face and lips, and the neck veins were dilated. 
The heart was enlarged to the left and to a 
less extent to the right. Ps» was louder than 
As, but the sounds were of poor quality and 
there was a suggestion of gallop rhythm. No 
murmurs were noted. The blood pressure was 
120/90. At both bases posteriorly there were 
dulness, absent breath sounds and weakly trans- 
mitted voice sounds The liver extended to the 
umbilicus, and its edge was rounded. The ab- 
domen was slightly distended, and shifting dul- 
ness was elicited. There was edema of the gen- 
italia and of the lower extremities up to the 
hips. 

The temperature was 100°F., the pulse 100. 
The respirations were 25. 

Examination of the urine showed a specific 
gravity of 1.020 with a large trace of albumin. 
The sediment contained occasional red and 
white blood cells and a rare hyaline cast. The 
blood showed a red cell count of 5,000,000, with 
a hemoglobin of 80 per cent. The white cell 
eount was 8,000, 76 per cent polymorphonu- 
clears. Repeated stool examinations were nega- 
tive. The nonprotein nitrogen of the blood was 
30 milligrams, the serum protein 7.3 grams per 
eent. A blood Hinton test was negative. The 
venous pressure was 25 centimeters of water. 
An electrocardiogram showed normal rhythm 
with a P-R interval of 0.2 seconds, slight right 
axis deviation, low QRS. and QRSs, low T;, 
diphasie Ts, slightly inverted T; and shallow 
Q, and T,. 


On x-ray examination the diaphragm was in-|- 


distinct and unusually high. There was evi- 
dence of fluid at both bases, more on the leit. 
The heart was not enlarged. There was no evi- 
dence of tumor in the mediastinum or in the 
lung roots. 

On the fifth hospital day a right thoracente- 
sis was performed and 500 eubic centimeters 
of clear straw-colored fluid were removed. This 
elotted shortly after its removal. The patient’s 
temperature fluctuated.irregularly between 96° 
and 99°F. On the sixth hospital day the blood 
pressure was 120/100. On re-examination of 
the heart the first sound at the apex was of 
fair quality, but it was difficult to feel the 
apex impulse. Diuretics were administered; on 
the fourteenth hospital day 1,200 eubie ecenti- 
meters of clear amber-colored fluid were removed 
from the right chest, and 11 days later another 
1,000 enbie centimeters were removed from the 
same side. 





Just prior to the last tap another chest film 
showed that the right side of the diaphragm was 
distinct and only slightly elevated. The left 
side of the diaphragm was still obscured by 
homogeneous dulness, which rose in the axillary 
line. This dulness, however, was considerably 
less than it had been at the previous examina- 
tion. The heart shadow was more clearly dem- 
onstrated and appeared definitely enlarged. The 
left border was straight, and there was a defi- 
nite bulge toward the right in the region of the 
right auricle. The pulsations of the heart were 
weak but visible, and there was no evidence of 
calcification in the pericardium or in the heart 
valves. Examination of the esophagus revealed 
no varicosities, and there was no definite ev! 
dence of dilatation of the left auricle. 

On the twenty-seventh day a cardiolysis was 
performed. Venous pressure after operation 
was 17 centimeters of water, but a week later 
it had risen to 23 centimeters. The neck veins 
were still slightly engorged, but the patient’s 
general condition seemed considerably im- 
proved. On the forty-sixth hospital day an- 
other paracentesis produced 1,260 cubie centi- 
meters of clear vellow fluid from the right chest. 
Thereafter the patient’s condition was consid- 
ered very good; the chest was clear, and there 
was no longer any edema. Evidence of fluid in 
the abdomen disappeared, and he was discharged 
on the forty-eighth hospital day. 

One month after discharge he was examined 
by a physician, who noted that his convalescence 
was progressing favorably. Following the ad- 
ministration of a diuretic he had a daily urinary 
output of about 5 liters. Physical examination 
at that time showed visible jugular pulse and 
slight venous engorgement. The arterial pulse 
was regular at a rate of 90, and the blood pres- 
sure was 125/85. There was no cyanosis. The 
respirations appeared normal. The heart im- 
pulse was vigorous and raised the chest wall 
1 centimeter with each beat. The maximum im- 
pulse was at the left border of dulness in the 
fifth interspace, 8 centimeters from the midster- 
nal line. The heart sounds were somewhat 
muffled, but there were no murmurs. There 
vas dulness of both bases from the angle of the 
scapula down, and the breath sounds were di- 
minished in these regions. There was consider- 
able pitting edema of both lower legs, but no 
evidence of abdominal fluid was noted. The 
liver extended two fingers beneath the costal 
margin. Fluoroscopy showed a moderate-sized 
heart with active pulsation of the left border. 
There were slight increase in the size of the pul- 
monary artery shadow and also slightly in- 
creased density of the lung hila. There was 
a small amount of fluid at both bases, more on 
the right. An electrocardiogram showed slight 
right-axis deviation, auricular premature beats 
with low voltage, flat T waves in all leads and 
absent Q;. T; was shallow and diphasiec. 
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Final Admission (1 year later). The patient 
remained comparatively well during the inter- 
val until 5 days before re-entry, when he devel- 
oped a severe head cold and slight sore throat. 
Two days later there appeared relatively sud- 
den, severe dyspnea with increased cyanosis, and 
shortly afterward the patient was brought to 
the hospital. 

On physical examination he was orthopneic, 
with slight eyanosis of the lips, hands and nail- 
beds. Expansion of the chest was limited on 
the right side. There were flatness in the right 
chest up to the second interspace posteriorly 
and impaired resonance at the left base. <A few, 
dry, expiratory rales were audible. The cervi- 
cal veins were distended, but the heart findings 
were unchanged from those previously noted. 
The liver edge extended two fingers beneath 
the costal margin and was slightly tender. 
There was no evidence of abdominal fluid. There 
was slight edema of the lower extremities. 

The temperature was 100°F., the pulse 120. 
The respirations were 20. 

Examination of the urine showed a specific 
eravity of 1.022 with a large amount of albumin 
and bile. The sediment contained 10 red blood 
cells, 3 white blood cells and many granular 
casts per field. The blood showed a white cell 
count of 8,800; 70 per cent polymorphonuclears ; 
%, lymphocytes; 20, monocytes; 1, eosinophiles ; 
i, normoblasts. 

During the 3 days after entry, daily taps of 
the right chest produced about 1,500 cubic cen- 
timeters of turbid yellowish fluid on each oc- 
casion. A cell count showed 8,000 red blood 
cells and 8,520 white blood cells, with polymor- 
phonuelears predominating. Culture of this 
fluid yielded a type 3 pneumocoecus. An elec- 
trocardiogram showed a tendency toward low 
voltage, with moderate right-axis deviation. T, 
and Ts. were diphasic, and Ts; was flat. The 
QRS waves were widened and slurred. ST, 
was flat, and there was slight inversion of Ty. 
Suecessive cell counts on later chest taps showed 
evradually inereasing white blood cells up to 
101,000 per eubie millimeter, in which poly- 
morphonuclears always predominated. On the 
sixth hospital day a chest film showed homo- 
geneous dulness occupying the midportion of 
the right lung field. The trachea was displaced 
toward the left, but the heart was normal in 
position and size. The left lung was clear. The 
temperature ranged irregularly up to 102°F. 
On the fifth day the patient complained of pain 
in the left chest, and a friction rub was heard 
in the left posterior axillary region. On the 
eleventh hospital day a left chest tap was per- 
formed for the first time and 1,500 cubic centi- 
meters of moderately thick yellowish pus were 
obtained. This also showed a type 3 pneumococ- 
cus on culture. Each tap caused relief of the 
respiratory difficulty, but the dyspnea recurred 
rapidly. On the nineteenth hospital day the pa- 











tient suddenly developed marked respiratory 
discomfort and complained of difficulty in get- 
ting his breath. There was no change in the 
pulse rate or its quality. He became rapidly 
and progressively cyanotic and died 2 hours 
after the onset of this attack. 


X-RAY INTERPRETATION 


Dr. Donatp S. Kine: I am sorry that there 
is no member of the roentgenological depart- 
ment present. I shall therefore have to make 
my own interpretation of the x-ray films. This 
interpretation will not agree in every case with 
the readings as given in the summary which 
you have. In the first film you will note it is 
said that the diaphragm is high and that there 
is fluid at the bases of both pleural cavities. I 
doubt if there is a definitely high diaphragm 
because the later films fail to show it. In the 
first film the heart is reported as not enlarged. 

In the second film the report states that the 
heart is enlarged, but in comparing this with the 
first film I shall have to say that I believe there 
is no definite evidence of enlargement. The 
next films are the overexposed ones that were 
made in the effort to demonstrate calcification in 
the pericardium. There is no evidence of such 
a process. The last films are those taken at 
readmission, and they show the large right 
pleural effusion. Otherwise, there is no definite 
change. The final x-ray is the one taken after 
the tap of the left pleural eavity. There is 
definite evidence of pneumothorax in this film, 
a description of which was evidently not in- 
cluded in the record. 


DIFFERENTIAL DIAGNOSIS 


Certainly, on the first admission, we have 
good evidence of chronic constrictive pericar- 
ditis. The symptoms are characteristic. The 
patient had edema and dyspnea. The physical 
signs are those of constrictive pericarditis. 
There is a large liver with some ascites and 
definite edema. There are high venous pressure 
and pulsation of the jugular veins. The x-rays 
are consistent with a moderate degree of peri- 
eardial constriction. A small-sized pericardial 
effusion without constrictive pericarditis could 
probably give the x-ray shadow, but certainly 
the cases studied in this hospital have shown a 
cardiac shadow as large as this, with pulsa- 
tions as marked as this, and have still shown 
definite constrictive pericarditis at operation. 
The roentgenogram then is satisfactory. The 
blood pressure and pulse pressure are consistent. 
No one mentions paradoxical pulse, and I am 
surprised to find the absence of this notation, 
beeause this is usually recorded in these eases. 
Nevertheless, this is not enough to throw out 
the diagnosis. 

The laboratory examinations are scanty so 
far as the chest fluid is concerned. We would 
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like more information about the fluid because 
it is important to know whether it was a trans- 
udate or an exudate. It clots quickly, but this 
is all that is said about it; this is some evidence 
in favor of its being an exudate rather than 
a transudate. The further laboratory examina- 
tions rule out an underlying nephritis. The 
electrocardiogram is consistent with a pericar- 
ditis of the constrictive type. 

The history, the physical examination, the 
x-ray studies and the electrocardiogram are, 
then, consistent with the diagnosis of constric- 
tive pericarditis. As to the differential diag- 
nosis, let us take up the four conditions which 
Dr. Paul White has mentioned in his articles 
as capable of being confused with this condition. 
(1) Mitral stenosis. We have no evidence of 
that in this case. (2) Nutritional edema. We 
have no evidence of such a condition. A serum 
protein of 7.3 is, of course, against the diagnosis 
of nutritional edema. (3) Primary cirrhosis of 
the liver. Esophageal varices are absent as 
shown by the x-ray studies, and it does not seem 
to me that the whole picture could be explained 
on the basis of a primary cirrhosis. You will 
remember that one of Dr. White’s cases had a 
terminal cirrhosis of the liver in addition to 
the constrictive pericarditis, but this was of the 
nature of a secondary cardiac cirrhosis and was 
not the primary cause of the symptoms. (4) 
Polyserositis. This diagnosis may have to be 
taken into account in this case. It may have 
been the underlying cause for the constrictive 
pericarditis that was present at the time of 
admission. Was there pleuritis with a definite 
pleural exudate, or was the fluid in the pleural 
cavity a transudate? Was there evidence of 
a peritonitis? If so, we have a right to assume 
that a polyserositis, possibly of tuberculous ori- 
gin, was present. 

As to the etiology of constrictive pericarditis, 
assuming that it was present in this ease, Dr. 
White’s series contains 2 cases out of 15 which 
were definitely caused by a tuberculous infee- 
tion. In the series of 10 cases reported by Dr. 
Burwell and his associates, however, 7 cases were 
called tuberculosis. In other series published 
in this country tuberculosis has not, as a rule, 
been the outstanding etiologic factor. A rheu- 
matic etiology is probably out of the picture 
because none of the cases in this country have 
been regarded as owing to rheumatic infection, 
although many instances are recorded in the for- 
eign literature. In the case in question we have 
no evidence that rheumatic infection has been 
present. So it seems to me that, as far as 
etiology is concerned, we are thrown back to 
the question of whether this is constrictive peri- 
carditis of unknown etiology or whether we wish 
to say that there was a primary serositis which 
was probably tuberculous. I will hazard the 
guess of tuberculosis, though I grant that the 














The 2 eases in Dr. White’s 
series were in patients who were older than 


evidence is not good. 


the great majority of his series. The age of 
this patient would probably fit with the non- 
tuberculous cases. The pleural fluid, if it did 
clot very quickly, could be tubereulous fluid, a 
point worthy of consideration. The blood count 
and the general picture are consistent with tu- 
bereulosis. The evidence is not good, but I am 
willing to guess that tuberculosis was the eti- 
ologie factor. 

The other possibility is the type 3 pneumo- 
infection. “A number of the reported 
of constrictive pericarditis have been 
caused by pyogenic infection. It is conceivable 
that type 3 pneumococeus was responsible for 
the original pericardial infection, but I do not 
believe that it was. When the patient was ad. 
mitted the first time the evidence was against 
a septic infection. I believe that the type 53 
pneumococcus empyema was a terminal infec- 
tion and is to be considered apart from the dis- 
ease in which we are primarily interested. 

My diagnoses are as follows: (1) I believe 
that death was due to a type 3 pneumococcus 
empyema. Did he have an underlying pneumo- 
coccus pneumonia? I cannot see any evidence 
for it. (2) I think we agree on the diagnosis 
of chronic constrictive pericarditis. As to the 
etiology of the pericarditis, I am guessing tu- 
bereulosis. (3) As to the pleural condition, I 
am guessing again on insufficient evidence that 
there was tuberculous pleurisy. Was there un- 
derlying pulmonary tuberculosis? I do not see 
the evidence. There is a small area of possible 
calcification at the left lung root, but this is 
not sufficient evidence for a diagnosis of tuber- 
culous infection, though I will not be surprised 
if the autopsy shows an area of calcified tuber- 
culosis. (4) As to the abdominal condition, I 
do not believe that we have evidence for any 
condition other than passive congestion of the 
liver. There is no evidence of cirrhosis or the 
so-called ‘‘frosted’’ liver. I shall expect, then, 
chronic passive congestion of the liver with as- 
cites. 


cocecus 


Cases 


CLINICAL Discussion 

Dr. F. DENNETTE ApAMs: The paradoxical 
pulse which Dr. King mentioned was present in 
this patient and noticed by several observers. 
It apparently escaped being included in the ree- 
ord. 

The summary of the clinical record hardly 
does justice to the extent of his improvement 
during and following operation. I cannot recall 
having seen anything more dramatic than the 
change which actually began to take place while 
the man was still on the operating table. When 
Dr. Churchill obtained his exposure, it was ap- 
parent that the pericardium was very much 
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thickened and bound tightly to the epicardium 
and that both had contracted around the heart. 
Even from the stands, as one watched the heart 
one could see the marked restriction of its mo- 
tion and the feebleness of its beating. 

Dr. Churchill peeled off from the surface of 
the heart this thick, tough, fibrous, partly cal- 
cified tissue, much as une would peel off the 
rind from an orange. When he removed the 
very first small piece, the heart actually be- 
gan to bulge through the opening, in fact, it 
was practically a herniation; and as more and 
more of this restricting envelope was removed, 
one could see very clearly that the contractions 
were much more foreeful and less limited in 
depth and that there was greater expansion dur- 
ing diastole. This change was also indicated 
by the blood pressure, which, as I recall, was 
110/90 before operation and 120/80 at the end 
of operation. These figures may not be abso- 
lutely correct, but I remember distinctly that 
there was a gain in the pulse pressure and that, 
from the standpoint of his circulation, the man 
appeared in better shape at the end of this long, 
hard operation than at its onset. 

After discharge from the hospital he was able 
to return to his work, which was running a 
gasoline filling station where he pumped muck 
of the gasoline himself. Edema continued to 
collect, but this was controlled by intravenous 
salyrgan treatment at intervals of every week 
or 10 days. 

With respect to his final admission, it was my 
opinion that he died of a respiratory infection 
which was unrelated to the condition for which 
he was operated on, except for the fact that the 
pneumococeus picked out the weak spot when it 
entered the patient’s system. In other words, 
he was still mechanically in satisfactory condi- 
tion. His heart was behaving well, and he 
would not have had any trouble had he not ac- 
quired the acute respiratory infection. There 
was no clinical evidence of pneumonia, and al- 
though I have never seen it happen before, I 
think that the pneumococcus spread directly to 
his pleura and not to the lung. A surprising 
feature was that, although he was in the hos- 
pital for 2 weeks, the fluid obtained from his 
chest during the first week was serous and later 
only slightly purulent. At no time was definite 
pus obtained. A type 3 pneumococcus usually 
produces frank pus in a relatively shorter time. 

The pneumothorax which had been demon- 
strated in one of the plates was not accidental. 
We introduced air at one stage with the hope 
that it mizht slow down the reaccumulation of 
fluid. 

Dr. FrepertcK T. Lorp: It is very rare, I 
should think, to have a primary type 3 pneumo- 
eoceus pleuritis without having it secondary to 
a type 3 pneumococcus pneumonia. I should 
think it would be reasonable to guess he had 








pneumonia as well. Was the blood culture ever 
positive ? 

Dr. Apams: No. The reasons why we did 
not think the patient had pneumonia are as 
follows. In the first place he had a tremendous 
amount of fluid in his chest within 2 or 3 days 
after the onset of a head cold. Secondly, there 
was relatively little systemic reaction. His tem- 
perature was not high, and he was not toxic. 
He presented on admission to the hospital the 
appearance of mechanical distress, not of tox- 
emia. Thirdly, he did not have the appear- 
ance one usually sees with a severe pneumococ- 
cus pneumonia. Fourthly, the side which was 
unaffected at the time of admission appeared 
to develop fluid without pneumonia. As we 
watched him from day to day, we noted the 
development of an extensive, coarse pleuritic 
rub all over the base on the previously unaf- 
fected side, and a few days later fluid in ap- 
preciable amounts was present. This, too, de- 
veloped without any change in the general 
systemic condition such as one would expect 
with the onset of pneumocoecus pneumonia. 

If these facts are all taken intv considera- 
tion, it seems to me that one is justified in as- 
suming that the pleuritis developed without 
pneumonia. 


CLINICAL DIAGNOSES 


Empyema, acute _ bilateral, 
type 3. 


Constrictive pericarditis, chronic. 


pneumococecus 


Dr. Donatp S. Kine’s DIAGNOSES 


Chronic constrictive pericarditis, tuberculous. 
Tuberculous pleurisy. 

Type 3 pneumococcus empyema. 

Chronic passive congestion of the liver. 


ANATOMIC DIAGNOSES 
Pericarditis, adhesive. 
Pyopneumothorax, bilateral. 
Operative scar: pericardiolysis. 
Pulmonary atelectasis, bilateral. 
Perisplenitis, slight chronic. 
Perihepatitis. 

Cardiae cirrhosis of the liver. 


PATHOLOGICAL DiscussION 


Dr. Tracy B. MauLory: Postmortem exam- 
ination showed that the pleuritis or empyema 
was bilateral. There were 1,000 cubic centime- 
ters of frankly purulent fluid on one side, 750 
on the other. The pleural surfaces were covered 
with a shaggy, fibrinous layer. There was also 
air in both pleural cavities. The lungs showed 
a moderate degree of collapse, particularly the 
upper lobes. At the time of autopsy we could 
find no evidence of pneumonia. However, 
since he was in the hospital for a full 2 weeks, 
that does not exclude the possibility that he 
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may have had pneumonia before the pleuritis 
developed. 

The pericardium was rather interesting in 
that the original adhesions had entirely regrown. 
There was still no pericardial cavity, but very 
eareful examination showed that there was no 
sign of obstruction around the orifices of the 
ereat vessels leading into the heart; that is, the 
mouths of the venae cavae and of the pulmonary 
veins were all free. I think that there was 
not much evidence that circulatory failure 
played a significant part in his death. I think 
he died of sepsis from the bilateral pleuritis. 

At the time of the original resection we re- 
ceived a good many pieces of tissue, and al- 
though we examined them very carefully, we 
were never able to find the slightest trace of 
tuberculosis. This was equally true of the post- 
mortem specimens. I have no idea what the 
etiology was. If it was tuberculosis, it cer- 
tainly was a completely healed process. I do 
not believe, however, that such was the ease, 
because the first specimen showed some evi- 
dence of a progressive lesion in that unorgan- 
ized fibrin was still present. So far as the 
liver was concerned, there was little frosting, 
but there was a rather well-developed cirrhosis. 
Any patient who has chronic passive congestion 
for a long enough period of time is theoretically 
a candidate for development of so-called car- 


diac cirrhosis, the only type of cirrhosis in 
which the increased fibrous tissue is found at 
the center rather than at the periphery of the 
lobules. Practically speaking, however, car- 
diae cirrhosis of sufficiently marked degree to 
be functionally significant is very rare. One 
sees it in only two conditions with any fre- 
quency. One is rheumatic heart disease, par- 
ticularly cases of rheumatic heart disease that 
give a story of repeated acute infections, sug- 
gesting that perhaps the infectious element is 
more important than the congestive element in 
producing it. The other condition, in which car- 
diae cirrhosis occurs with far greater propor- 
tional frequency than it does in rheumatic heart 
disease, is this group of so-called Pick’s disease. 
The majority of them will show a microscopi- 
cally evident degree of cardiac cirrhosis, and a 
significant proportion, at least 40 per cent, will 
show a grossly evident cirrhosis, as this man 
did. Would you agree to my statement as re- 
gards the rheumatic cases, Dr. Jones? 

Dr. T. Yes. 

Dr. Kine: This case differs from the majori- 
ty of the cases of Pick’s disease reported from 
this hospital in that the fluid was more evident 
in the pleural cavity than in the abdomen. In 


DucKETT JONES: 





i most of the cases ascites has been the outstand- 
| ine factor. 
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WEIL’S DISEASE 


ALTHOUGH Weil’s disease (spirochetosis ic- 
terohemorrhagica or leptospiral jaundice) was 
first recognized as a clinical entity in 1886, it 
is Only within the past twenty years that its 
importanee in medicine and public health has 
been appreciated. The causative microorganism, 
Leptospira icterohaemorrhagiae, was discovered 
by Inada’® in 1916 and identified by Noguchi* 
in 1918. Since then many hundreds of eases 
have been deseribed in Europe and Asia. 

The wild rat is the main carrier of Lepto- 
spra wterohaemorrhagiae, and specimens ob- 
tained from all parts of the world have been 
shown to harbor the spirochete. Moisture seems 
necessary for survival of the organism outside 
the rat, and man is usually infected by water or 
slime from rat-infested localities. Patients are, 
most commonly, miners, sewer workers, butch- 
ers or fish-cutters, and on this account, the 
disease assumes importance from the point of 
view of compensation. 





Clinical diagnosis is not easy, for although 
fever of sudden onset with chills, muscular 
tenderness—-particularly of the gastrocnemius— 
conjunctival congestion, jaundice and subeuta- 
neous and submucous hemorrhages are charac- 
teristic symptoms, many of these, even jaun- 
dice, may be absent. The mortality varies 
from 5 to 50 per cent in different localities. 

A positive laboratory diagnosis can frequent- 
ly be made by infecting young guinea pigs with 
blood drawn from the patient during the first 
week of the disease or with a centrifuged urine 
specimen obtained during the second or third 
week, and the spirochetes have been recognized 
by dark field examinations of blood and urine. 
Main reliance, however, is usually placed on 
an agglutination test, performed with the pa- 
tient’s serum and, usually, a formalized spiro- 
chetal culture. Such a test becomes positive on 
about the eighth day of the disease and persists 
for many months in recovered cases. Of 1,232 
specimens of blood from suspected cases of 
Weil’s disease examined, during 1933, by the 
*asteur Institute in Paris, 23 per cent were 
found to give a positive agglutination test.‘ 

Only twelve cases of Weil’s disease have been 
reported from the United States, and only one 
of these was from New England.’ Since viru- 
lent leptospira have been recovered in from 5 
to 50 per cent of the rats from several of the 
larger cities of the United States,° including 
Boston,’ there seems to be little doubt but 
that this lack of cases results from the fail- 
ure of physicians to recognize the disease. In 
any case of unexplained fever of sudden onset, 
particularly if accompanied by jaundice and 
muscular tenderness and if occurring in an in- 
dividual who is a butcher, fish-cutter or one 
working in a damp, rat-infested locality, the 
possibility of Weil’s disease should be consid- 
ered. Since no laboratory in the United States 
is equipped to perform agglutination tests, sole 
confirmatory evidence rests on the ability to in- 
fect guinea pigs with blood or urine or, in fata! 
eases, to demonstrate the spirochetes in the tis- 
sues. 

Weil’s disease has been reportable in Seot- 
land since 1924 and is about to be made notifi- 
able in England and Wales. Undoubtedly the 
same procedure should be adopted by thestates 
in this country. Furthermore, some federal or 
state agency should be able to perform aggluti- 
nation tests. Until this facility is available, the 
recognition of cases depends upon the diagnos- 
tie acuity of the physician, combined with the 
ability of the laboratory to isolate or demon- 
strate the leptospira. 
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THERE is some quality of the human mind, 
calloused as it may be; some strong characteristic 
trait—inherited, probably, from many puritani- 
eal generations—that makes it still consider ig- 
norance as a virtue. As individuals, many of us 
—perhaps the majority—have become profound- 
ly sophisticated. We call a spade a spade, rec- 
ognizing it as an implement of agriculture, but 
seeing no necessity for using that longer desig- 
nation in preference to the shorter word. 

For us a woman’s leg is simply that, regard- 
less of the lighter touch of noblesse oblige that 
formerly found other avenues of expression for 
those who found it necessary to refer to a lady’s 
nether limbs. In short, the realtor is still a real 
estate agent; the mortician remains an under- 
taker despite a dressier name to add tone to a 
drab vocation or confuse a meaning that may 
have become commonplace or morbidly regarded. 
Proud of our own sophistication, we neverthe- 
less consider it imperative to protect the multi- 
tude from the peril of such knowledge as we 
possess. 

Curiously enough, the leading spirit in one 
conspiracy of silence has been the Fourth Es- 
tate itself. The press of our country has banded 
together in a mute declaration of passionate rec- 
titude to save, forever, the morals of a nation 
from the shock of seeing in common print such 
contaminating words as syphilis and gonorrhea. 
Those fresher seekers of the Holy Grail, the 
great broadcasting systems, assuming their share 
of responsibility in this Age of Innocence, have 
taken it upon themselves to protect the very air 
we breathe and listen to from pollution by these 
tainted syllables. 

A hard struggle has been waged to give suffi- 
cient publicity to these diseases, so easy to ac- 
quire and so difficult to mention. Headway, 
however, is being made. Surgeon General Par- 
ran, himself eradicated from the air on one oc- 
casion, has determined that the control of syph- 
ilis and gonorrhea shall stand as one of the 
major issues of his administration, and has with- 
in a few weeks sponsored an important confer- 
ence on syphilis in Washington. 

It is encouraging that at last a few of the 
more intelligently disposed editors are begin- 
ning to retreat from their nurserymaid attitude 
toward the so-called venereal diseases, and per- 
haps in time the Landlords of the Ether will 





realize that even now there are more shocking 
things to be heard over the air waves than static 
and scientific discussions of syphilis and gonor 
rhea. It would seem almost axiomatic that one 
of the best ways of combating ignorance is with 
knowledge. 


THIS WEEK’S ISSUE 


CONTAINS articles by the following named au 
thors: 


Faxon, Henry H. M.D. 
School, 1925. F.A.C.S. Assistant surgeon, 
Massachusetts General Hospital. Consulting 
surgeon, Massachusetts Eye and Ear Infirmary. 
Assistant in surgery, Harvard Medical School. 
Address: 264 Beacon Street, Boston. His sub- 
ject is ‘‘Present Methods of Treating Varicose 


Veins.’’ Page 327. 
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Youna, Epwarp L., Jr. M.D. Harvard Medi- 
eal School, 1909. F.A.C.S. Assistant visiting 
surgeon, Massachusetts General Hospital. Sur- 
geon-in-chief, Faulkner Hospital. Instruetor in 
surgery,. Harvard Medical School. Address: 
330 Dartmouth Street, Boston. His subject is 
‘*Panecreatie Cyst.’’ Page 334. 

Goopson, WiuuiAM H., Jr. M.D. Harvard 
Medical School, 1934. Secretary, Clay County 
(Missouri) Medical Society. Address: 12 N. 
Main Street, Liberty, Mo. His subject is ‘‘ Coare- 
tation of the Aorta, A Report of Two Unusual 
Cases.’’ Page 339. 

Lium, Rour. M.D. Harvard Medical School, 
1933. Formerly, Fellow in surgery, Lahey 
Clinic. Now, Assistant resident, 5th Surgical 
Service, Boston City Hospital. Address: 16 
Hampstead Road, Jamaica Plain, Mass. His 
subject is ‘‘A Suction Tube for Lleostomy.’’ 


Page 340. 
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Case HIstTorIES 


No. 8. 


Mrs. G. a white woman, 22 years of age, was 
admitted to the hospital on the afternoon of Feb- 
ruary 2, 1934, complaining of abdominal pain 


HYDATIDIFORM MOLE 


*A series of selected case histories by members of the Section 
will be published weekly. 
Comments and questions by subscribers are solicited and will 


be discussed by members of the Section. 
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nd excessive bleeding of 2 days’ duration. At 
noon, she began to bleed excessively and passed 
arge clots. Her last period was September 15, 
1933. She had very little nausea, no vomiting 
and an oceasional slight headache. She had no 
disturbanee of vision. The bowels were some- 
what constipated. She was referred by her 
physician with a diagnosis of threatened abor- 
110n. 

The family history was unimportant. 

On July 3, 1925, her right ovary and ap- 
pendix were removed. The postoperative diag- 
nosis was eyst of the right ovary with a twisted 
pedicle and chronie appendicitis. Her cata- 
menia began at 11 years of age, occurred every 
98 days and lasted 4 days. There was no dys- 
menorrhea or leukorrhea. She had had four 
full-term, normal deliveries of living infants 
with normal puerperia. There were no miscar- 
riages. 

On physical examination, there was no edema 
of the face, hands or feet. The temperature was 
101°F., the pulse 128 and the blood pressure 


128/62. The heart, lungs and extremities were 
normal. Examination of the breasts showed 


pigmented areolae with secondary areolae pres- 
ent. The nipples were erect. Examination of 
the abdomen revealed a symmetrical tumor the 
size of a 4 months’ pregnancy with no tender- 
ness; no other masses were felt. 

The hemoglobin was 60 per cent, the red 
blood eells 3,200,000 and the white blood cells 
11.400. Examination of the urine showed a 
specific gravity of 1.010, a very slight trace of 
albumin, and no sugar. Examination of the 
sediment showed a few red blood corpuscles ; no 
casts. 

The patient was prepared for anesthesia by 
the administration of 3 grains of sodium amytal 
and 1/6 grain of morphine sulfate. She was 
anesthetized by nitrous oxide and oxygen. Two 
fingers were inserted into the vagina and en- 
countered blood clot and a mass of tissue within 
the eervix. Pressure with the other hand upon 
the fundus of the uterus resulted in the expul- 
sion of a mass the size of a large orange consist- 
ing of bodies resembling tapioca. The uterine 
cavity was explored by the finger and found 
to be empty. Four per cent mercurochrome was 
instilled into the uterus and vagina. One-half 
cubie centimeter of pituitary extract was given 
intramuseularly. There was no further bleed- 
ing. Pathological report: Hydatidiform de- 
veneration of the placenta. 

The patient was given 1 dram of ernutin 
twice a day, and an ice bag was applied over 
the fundus. Six grains of feosol twice a day 
were administered by mouth, and the patient 
was placed on a high protein diet. The pulse 
and temperature were normal the next day and 
remained so until the ninth day, when the pa- 
tient was discharged from the hospital. 





Vaginal examination 2 weeks later showed 
the uterus slightly enlarged and anterior. No 
tenderness was elicited or masses felt on either 
side of the uterus. The cervix revealed a slight 
degree of endocervicitis, which was treated by 
application of the electric cautery. 

On March 1, 1934, the patient had a period 
that lasted 5 days and was more profuse than 
usual. Examination on March 10 showed the 
uterus to be normal in size. A Friedman (rab- 
bit) test for pregnancy was negative. The red 
blood count was 5,100,000. The patient re- 
mained under observation in the outpatient de- 
partment for 6 months, after which she was dis- 
charged well. 

There are three points of interest about this 
case. 


1. Diagnosis. The uterus was no more en- 
larged than would be expected at the time the 
bleeding began, and for this reason the true di- 
agnosis was unsuspected by the family physi- 
cian. Although an increase in size out of pro- 
portion to the gestational date is supposed to be 
one of the cardinal signs of hydatidiform mole, 
this phenomenon depends entirely upon the rate 
of growth of the uterine contents. Hydatid de- 
generation of the chorionic villi varies in degree 
from a very slight amount, in which only a 
few villi are affected, up to the point where 
the whole intrauterine content is converted in- 
to a rapidly growing mass of fluid-filled, trans- 
lueent vesicles. Many otherwise normal abor- 
tions present slight degrees of hydatid degen- 
eration. It is apparent, therefore, that this 
is a case of hydatid degeneration of the chori- 
onie villi rather than a true hydatidiform mole. 

2. Treatment. The treatment was conserva- 
tive. The uterus was evacuated by the simplest 
possible method and explored digitally to as- 
sure the operator that it was empty. 

3. Follow-up. Since from 5 to 16 per cent 
of hydatidiform moles are followed by chorion- 
epithelioma, which is a highly malignant tumor, 
it is essential that the patient remain under ob- 
servation for a sufficient length of time. <A 
Friedman test was performed on one occasion. 
Since an increase in the luteinizing hormone 
(prolan B) is usually found in eases of chorion- 
epithelioma, it would have been better policy if 
the test had been repeated every month for a 
year. In this way the presence of a possible 
chorionepithelioma might have been detected 
before it was evident on physical examination 
or suggested by uterine bleeding. 
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DR. WATTS APPOINTED HEALTH 
COMMISSIONER OF BOSTON 
Dr. Henry F. R. Watts of Boston has been appoint- 
ed to succeed, as city health commissioner, Dr. Wil- 
liam B. Keeler, who died recently. A member of 
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the city health department since 1909, Dr. Watts 
served as medical inspector until ten years ago, 


when he organized the x-ray service for tuberculo- 
sis clinics. He has been in charge of the city x-ray 
service since that time. For fifteen years he has 
been an instructor in medical theory and practice 
and in clinical medicine at the Tufts College Medi- 
cal School. He is a graduate of the Harvard Medi- 
cal School, and has done postgraduate work at Har- 
vard and in Europe. 

A Fellow of the Massachusetts Medical Society, 
Dr. Watts also holds memberships in the American 
Medical Association, the New England Roentgen 
Ray Society and the Dorchester Medical Club. He 
is a past president of the Norfolk District Medical 
Society. 

WOMEN’S FIELD ARMY 

Under the direction of Mrs. Carl L. Schrader, of 
Belmont, as state commander, the Women’s Field 
Army of the American Society for the Control of 
Cancer held its first meeting in Boston, with a lunch- 
eon on January 29. Mrs. Grace Morrison Poole and 
Mrs. Carl Illig, Jr., were speakers at the meeting. 

Speakers at the luncheon included Dr. Robert B. 
Greenough, president of the American Society for 
the Control of Cancer; Dr. Channing C. Simmons; 
Dr. Henry D. Chadwick, state health commission- 
er; Dr. Herbert L. Lombard; and the Rt. Rev. Henry 
Knox Sherrill. 


SMOKE AND FUME CLEANSED BY SUPER- 
SOUND WAVE IN PROCESS DEVELOPED BY 
BUREAU OF MINES 


Dense clouds of fumes threatening the greenery 
and freshness of a countryside, subdued at the 
shriek of a whistle! Columns of choking smoke 
darkening the skies of teeming cities cleansed at the 
command of a sound wave! Precious particles of 
gold, silver, lead, copper and zinc, bound skyward 
from the smelter stack, knocked out of the fume and 
collected as valuable by-products! Fragments of 
unburned coal and ash, belched from factory chim- 
neys, bent on soiling the housewife’s linen or 
smirching the surface of fresh paint, diverted from 
its course at the behest of a “super-sonic wave” that 
may be of such high pitch that you can not even 
hear it. 

Such is the promise of a device invented by H. W. 
St. Clair, metallurgist, U. S. Bureau of Mines. The 
device should be of real aid in solving the smelter- 
fume problem, which has for years been the source 
of expensive litigation due to suits brought by prop- 
erty owners charging damage to vegetation, live 
stock and water supplies. The device should also 
be of value in helping to curb the smoke nuisance 
in large cities, which has been responsible for in- 
jury to property and health running into many mil- 
lions of dollars annually. 

It has long been known that, when sound waves 
are passed through a tube containing a fine powder, 
the powder will be concentrated at points that are 





free from vibratory motion. It has also been known 
that waves of extremely high frequency affect the 
diffusion of solid or liquid particles in a gas. How- 
ever, as the Bureau of Mines points out, no practi- 
cal application has previously been made of this 
knowledge. 

The St. Clair method merely nasses the smoke or 
fume through a tube in which standing sound waves 
are established. These standing waves are produced 
by so adjusting the length of the tube that waves 
reflected from the upper end are in phase with the 
original sound waves set up at the lower end 

In order that the process may-work at its best, 
the wave-length used must be approximately equal 
to the diameter of the tube. For a tube of prac- 
ticable diameter, this means that the frequencies 
used will vary from 3 to 20 kilocycles per sound. 
A person of acute hearing can detect waves of fre- 
quencies up to about 5 kilocycles; those of greater 
frequency are above the auditory range and, hence, 
are sometimes called “super-sonic”’. 

To generate sound waves of this frequency, sev- 
eral types of equipment may be used. Mr. St. Clair 
has used what is technically known as the magneto- 
strictive method, but for purposes of popular demon- 
stration, an acoustic generator is used. This, in 
fact, is merely a shrill whistle. The sound waves 
produced by the whistle are reflected in phase with 
the original waves from the top of the tube and 
the solid particles to fall out of the gas 
stream. The action is similar to the effect produced 
by drawing the bow of a violin over a metal plate 
on which dust particles are deposited, when the 
vibrations cause the particles to arrange them- 
selves in groups.—Department of the Interior, U. 8. 
Bureau of Mines. 
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SACHA GUITRY AND HIS PLAY, 
“LOUIS PASTEUR” 
Editor, New England Journal of Medicine, 

The following anecdote is from “If Memory 
Serves”, by Sacha Guitry, published by Doubleday, 
Doran & Company, New York, 1935: 

Guitry had informed Vallery-Radot, Pasteur’s son- 
in-law, that he wished to read the play to him and 
Madame Vallery-Radot. The request was granted, 
but Guitry was received with much coolness, and 
it at once became clear to him that the Vallery- 
Radots disapproved in advance of the idea. “Sir.” 
said Vallery-Radot, “I should like you to know that 
my wife and I will do everything in our power to 
prevent the performance of your play. It is a mat- 
ter of principle with us, and we think it only fair 
that you know this before you read us your play.’ 

After the reading, the Vallery-Radots completely 
changed their minds. In the play, Guitry’s father, 
Lucien Guitry, took the part of Pasteur. 

Sacha Guitry says that, “On the opening night I 
observed a modestly dressed man of pleasant ap- 
pearance standing in the shadow of the wings. AS 
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each act began he would go closer to the set, listen 
eagerly, and peer between the walls of the scenery 
with such interest that I quite forgot to remind 
him that ‘only members of the cast are allowed 
backstage during the performance.’ But during the 
third act, when for the first time Pasteur is about 
to inoculate a small boy against the rabies, I saw 
my man open a door in the set part way in order 
the better to see what was going on. I asked him 
not to do that. He said, ‘Excuse me, sir. I am the 
concierge at the Pasteur Institute, and I particularly 
want to see this scene... . I asked why. ‘Be- 
cause that’s me.’ 

“*You? Which one?’ ‘The little boy. That’s me. 
I was the first one whose life was saved by Mon- 
sieur Pasteur!’ ” 

Yours truly, 
Wma. PEARCE CovEs, M.D. 
February 18, 1937. 
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RECENT DEATHS 


CRAWFORD—Sarau Marcy CrAwrorp, M.D., of 
194 Ward Street, Newton Center, died at her home, 
February 15. She was in her ninety-third year. 

A graduate of the Woman’s Medical College of 
the New York Infirmary for Women and Children, 
Dr. Crawford was at one time a resident physician 
at the New England Hospital for Women and Chil- 
dren and a deputy superintendent of the State’s 
minor wards for the old Massachusetts Board of 
Charity. She practiced medicine in Roxbury and 
Newton for twenty-five years and was a retired 
member of the Massachusetts Medical Society. 

A son, Charles O. Crawford, and two daughters, 
Mrs. Henry Van Dyke Whitaker and Mrs. John 
Preston True, all of Newton, survive her. 








CONANT—WILLIAM Merritt Conant, M.D., of 636 
Beacon Street, Boston, died suddenly at his home, 
February 18. He was in his eighty-second year. 

A native of Attleboro, Dr. Conant attended Phil- 
lips Andover Academy and was graduated from 
Harvard College in 1879. Five years later he re- 
ceived his degree from the Harvard Medical School. 
He practiced surgery in Boston from the time of his 
graduation until 1936. For many years he was a 
member of the staff of the Massachusetts General 
Hospital. He retired from active work last year. 

Dr. Conant was a retired Fellow of the Massachu- 
setts Medical Society and a member of the Ameri- 
can Medical Association. He was one of the found- 
ers of the American College of Surgeons and for 
twenty-five years was president of the Boston 
Nurses’ Club. He also held memberships in the Al- 
gonquin Club, The Beacon Society and The Country 
Club. 

A brother, Herbert I. Conant, of Chestnut Hill; 
three sons, William M. Conant, of Lexington, Ken- 
tucky, Edmund B. Conant, of Albany, and Ira M. 
Conant, of Waban; and two daughters, Mrs. Clarence 
M. Joyce, of Leominster, and Miss Edith W. Conant, 
of New York City, survive him. 
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HARVARD MEDICAL SOCIETY 
The Harvard Medical Society met at the Peter 
Bent Brigham Hospital, December §, 1936, Dr. El- 
liott C. Cutler presiding. 
The first case was from the Surgical 
and was presented by Dr. A. W. Diack. 


A 68 year old Negress entered the hospital 3 
days previously complaining of chills and inability 
to move her bowels for 1 week. After the comple- 
tion of her third pregnancy at the age of 25 years 
she experienced the sudden onset of the menopause, 
with associated symptoms of nosebleeds, headaches, 
swelling about the left eye, and permanent blind- 
ness. At the age of 45 years she underwent a 
laparotomy, and a pelvic tumor was removed. At 
the age of 58 years she was seen in the outdoor 
department of the Peter Bent Brigham Hospital be- 
cause of symptoms from varicose veins of her legs. 
At that time she was found to have an abdominal 
tumor rising above the symphysis pubis to the um- 
bilicus and a firm tumor in the left breast 4 by 2 
centimeters in diameter. During the 6 years be- 
fore her present entry she experienced steadily in- 
creasing constipation which finally was relieved only 
by enemas. During the week before entry there had 
been no return from enemas. Sixteen hours before 
admission her left leg became swollen, and 
experienced a chill. 


Service, 


she 


Physical examination revealed a _ well-developed, 
well-nourished Negress, with a corneal opacity and 
posterior synechia of the left eye, marked hirsut- 
ism of face, a hard tumor mass in the right breast, 
which was not adherent to either the skin or: under- 
lying fascia, and a distended, but soft, abdomen. 
There was no spasm or tenderness in the abdomen, 
but a definite, cystic tumor mass filled the entire 
lower abdomen, and rose to the level of the um- 
bilicus. Pelvic examination showed that this tu- 
mor arose from the right side of the pelvis and 
was distinct from the uterus. The left leg was 
swollen and increased in temperature, and there 
were tender, enlarged glands in the groin. The 
temperature was 101°F. and the white blood cell 
count was 19,000, with 80 per cent polymorphonu- 
clear leukocytes. X-ray examination showed a large 
tumor mass in the lower abdomen and pelvis, in 
which the outlines of teeth and bone could be seen. 
Dr. Harry Friedgood remarked that the symptoms 
of hirsuties and amenorrhea with an associated 
pelvic tumor were suggestive of an arrhenoblastoma 
of the ovary. Dr. Cutler stated that this patient had 
been known to have the tumor for 16 years, which 
was too long a period for such a tumor as an ar- 
rhenoblastoma to persist in activity. He expressed 
the belief that the tumor which had been removed 
23 years ago was a dermoid cyst and that the 
present tumor was of the same nature. He added 
that, when dermoid cysts reach a sufficiently large 
size, they destroy the cortical activity of the ovary. 
It is his belief that, when there is a cessation of 
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ovarian activity, male characteristics may appear, 
due to the appearance of formerly overshadowed, 
potentially male tissues. There is a close embryo- 
logic relation between the ovary and testis, which 
may explain some of the facts observed. 

The second case was also from the Surgical Service 
and was presented by Dr. Robert Whitfield. 

A 20 year old white female entered the hospital 
for the second time complaining of firm nodules 
in her breasts. Six years previously she had been 
hospitalized, and a mass excised from her right 
breast, which was reported to be an adenofibroma. 
Since that time several other similar nodules ap- 
peared in both breasts which were removed as they 
appeared. At the present time she was found to 
have multiple nodules in both breasts. These were 
described as being firm, discrete, freely movable 
and steadily increasing in size. There was no en- 
largement of the axillary lymph nodes. An estrin 
determination was performed on her urine, and 
was reported as being within normal limits. Dr. 
C. C. Simmons stated that he had seen similar 
cases of multiple adenofibromas. He advised fol- 
lowing the estrin excretion throughout the entire 
menstrual cycle. Dr. Cutler questioned the advis- 
ability of temporary sterilization by means of x-ray 
in an attempt to stop the growth of the nodules. He 
stated that it has been noted that tumors of this 
type tend to regress during lactation and speculated 
on the possible effect which experimentally induced 
lactation might have on this patient. 

The paper of the evening was given by Dr. Ed- 
win B. Astwood, Johns Hopkins Hospital, Baltimore, 
on the subject, “The Physiology of the Breast.” 

The study of the mammary gland by numerous 
workers in ten different species of animals has 
shown marked variations in anatomy and physiol- 
ogy to exist between species, and has shown the 
difficulty of extending conclusions based on one 
species to include reactions of different species. 
The study of the human mammary gland is quite 
unsatisfactory because of the difficulty in securing 
biopsy material for study and because of the marked 
variation of the histologic picture within the same 
gland. The hormonal control of the breast is much 
more complex than the usually held concepts that 
the ductal elements are caused to develop by the 
follicular hormone of the ovary, that the acinar sys- 
tem responds purely to the corpus luteum hormone, 
and that the anterior pituitary hormone, prolactin, 
initiates and maintains secretory activity. 

Dr. Astwood studied the reaction of the mammary 
glands of pure strain rats, utilizing whole mounts 
of the glands in his work. Pure crystalline prepara- 
tions of the various sex hormones were used—crys- 
talline ketohydroxyestrin, synthetic progesterone, 
crystalline testosterone and anterior pituitary pro- 
lactin. 

The growth of the mammary gland was found to 
parallel body growth in infantile rats, proceeding 
independently of the gonads in both male and fe- 
male animals. Thus, at the end of the sixth week 
of life there was no discernible difference between 





the glands of male and female animals or between 
castrated and noncastrated animals. 

Early in puberty the mammary glands of the fe- 
male animals began a rapid and extensive growth 
of the ductal or conveying system, although there 
was no development of the acinar or secretory ele- 
ments. No acinar development was noted except 
during pregnancy, at which time small tufts formed 
at the ends of the terminal ducts, later becoming 
distended and taking on the appearance of true 
acini, and finally secreting milk a few hours after 
delivery. <A cyclic variation was found to occur 
during the estrous cycles. Although there was little 
or no change in the total size of the gland during 
the cycle, it was noted that during early estrous 
and at its height the ducts were fine and collapsed, 
while in diestrus and following estrus there was a 
secretory phenomenon, the ducts becoming widened 
and their terminations distended. 

In the male animal the total area of the glands 
was much smaller than in the female, although 
lobules were found at the ends of the tubules which 
were composed of acinus-like structures and which 
contained a secretion, a condition that is seen in the 
female only during pregnancy. This picture of 
acini at the terminations of the tubules could be 
produced in female animals by injections of the 
male hormone, although enormous amounts of this 
hormone produced no enlargement in the area of the 
breast. 

Studies were made of the effects of estrin injec- 
tions on the mammary gland. No effect was pro- 
duced by injections of large amounts of this hor- 
mone into young animals, although marked growth 
of the uterus was produced. In more mature ani- 
mals an increased rate of growth of the ducts 
was produced, and branches were more numerous, 
although no acini ever developed. Administration 
of enormous doses of estrogenic hormone to mature 
or growing animals caused irregular dilatation of 
the ducts and cyst formation, a result which was 
much more extreme in degree if the animals were 
in a state of poor nutrition. 

Injections of the corpus luteum hormone had no 
effect upon the size of the mammary gland or upon 
the histologic appearance of the various elements. 
Previous or coincident injections of estrin in no 
way modified these negative results, and in no in- 
stance was any variation in the breast observed that 
could be attributed to the action of the corpus 
luteum hormone. 

Stimulation of the ovary by injections of anterior 
pituitary gonadotropic substance resulted in devel- 
opmental changes in the mammary gland similar 
to those observed in pregnant animals. These re- 
sults were obtained when the gonadotropic sub- 
stance of either pregnancy or menopause urines was 
used, although the latter type caused the develop- 
ment of larger ovaries and more fully developed 
mammary glands. If full development of the breasts 
is produced in this fashion and if the animals are 
then castrated, actual lactation occurs in a few 
hours. 
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Failure of mammary development to occur follow- 
ing injections of corpus luteum hormone, although 
development produced by stimulation of 
the ovary with pituitary gonadotropic hormone, may 
be explained in one of two ways. Either it has 
been impossible to duplicate quantitatively the se- 
of the ovary, there is some substance 
other than corpus luteum hormone elaborated by the 
that acts upon the breast. The former ex- 
planation is probably more nearly correct. 

Mammary changes similar to those observed dur- 
ing the cycle should be ‘produced in cas- 
trate female rats by giving injections of estrin and 
anterior pituitary substance at spaced intervals. It 
unnecessary to postulate the activity of the 
corpus luteum in the production of these changes. 

Several investigators have stated that estrin ex- 
erts its effect on the mammary gland indirectly, 
acting through the mediation of the anterior pitui- 
In support of this theory they have cited the 
fact that estrin will not cause mammary develop- 
ment in hypophysectomized animals. Dr. Astwood 
pointed out that removal of the pituitary caused an 
upset in the general metabolism of the animal, and 
that the variation in the action of any substance in 
such animals could not be attributed to the spe- 
cific effect of the absence of pituitary hormones. 
Such animals have a low food intake, and body 
weight is maintained at a subnormal level. When 
normal animals were placed on a food intake iden- 
tical with that of hypophysectomized animals, the 
mammary gland was observed to regress, and in- 
jections of estrin produced no effect, results iden- 
tical with those observed in rats in which the 
pituitary gland had been removed. It is not neces- 
sary to speculate on the action of estrin on the 
breast by way of the pituitary, since the effects of 
abnormal metabolism and poor nutrition will ex- 
plain the observed facts. 

Following the presentation of Dr. Astwood’s pa- 
per there was a brief discussion, during which Dr. 
F. L. Hisaw pointed out that results observed after 
administration of a tissue extract or synthetic hor- 
mone cannot be attributed to the particular and spe- 
cific action of the hormone, but are merely the re- 
sult of a disturbance in a complicated balance. 


such is 


cretion or 


ovary 


estrous 


was 


tary. 


MASSACHUSETTS GENERAL HOSPITAL 
CLINICAL MEETING OF THE STAFF 





A clinical meeting of the staff of the Massachu- 
setts General Hospital was held in the Moseley Me- 
morial Building on Thursday, December 17, 1936, Dr. 
Grantley W. Taylor, chairman of the Committee on 
Hospital Meetings, presiding. 

Dr. R. Cohn presented the first case of the eve- 
ning: A 36 year old, white male entered complain- 
ing of a cough of 3% months’ duration. He had been 
well until 6 months before entry when a tonsillec- 
tomy had been performed under general anesthesia. 
On the eleventh postoperative day he experienced 
the onset of a cough, which steadily increased in 
severity and became productive of thick, white, foul 
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sputum, occasionally streaked with blood. One month 
after the onset of this cough he suffered several 
shaking chills, which were not severe enough to 
cause him to stop work. During the 6 months’ 
period prior to entry he lost 15 pounds in weight 
and felt generally unwell, although he continued with 
his occupation until the day of his admission to the 
hospital. Physical examination at that time showed 
signs of abscess of the upper lobe of the right lung, 
findings which were confirmed by x-ray studies. His 
temperature was 102° F., and the pulse rate was 110 
per minute. Respiratory rate was normal. There 
Was a subsidence of temperature and a decrease in 
the quantity of sputum on postural drainage and 
rest. This was subsequently followed by a flare- 
up of temperature, an increase in the amount of 
sputum, and an extension of the abscess by x-ray 
examination. On November 27, 1936, the entire up- 
per lobe of the right lung was removed by Dr. E. D. 
Churchill. There was a stormy postoperative course, 
which soon subsided, and, at the time the patient 
was presented, he suffered from a slight cough, 
which was not productive of any sputum. Dr. Church- 
ill, in discussing the case, remarked that simple 
drainage of abscesses of the upper lobes of the 
lung necessitated approximately 1 year of partial 
invalidism, with the persistence of a draining sinus 
for that time. The patient exemplified the advan- 
tages of lobectomy for abscesses in such a situa- 
tion. since on the twentieth postoperative day the 
wound was completely healed, and convalescence 
was far advanced. Similar procedures could be ap- 
plied to abscesses of the middle and lower lobes, 
but drainage has been found to be satisfactory for 
lesions in these situations. 

The second case was presented by Dr. C. Lyons: 
A 19 year old, white male entered the hospital for 
the repair of a scrotal hernia, which had been pres- 
ent since infancy. Herniorrhaphy was not per- 
formed because of the subsequently enumerated 
findings. He had suffered frequent attacks of “pleu- 
ral pneumonia” and had had a constant cough pro- 
ductive of sputum during the first 10 years of his 
life. At the age of 10 years a diagnosis of bron- 
chiectasis was made and partial collapse of the right 
lung was produced by a two-stage thoracoplasty. 
Following this procedure he experienced no benefit 
and continued to suffer from chronic cough produc- 
tive of large quantities of sputum, fever, anorexia, 
malaise, and frequent, prolonged attacks of upper 
respiratory infection. He was underdeveloped and 
undernourished. X-ray studies revealed very exten- 
sive bronchiectatic involvement of the right lung. 
Total pneumonectomy was performed in order to re- 
move all the diseased tissue. The postoperative 
course was uneventful, and after 4 weeks he was up 
and around with normal temperature and only a 
small amount of fluid in the bottom of the pleural 
cavity, the remainder of which was completely ob- 
literated. 

Dr. Alfred Goldman outlined the procedure of mak- 
ing radiographs with the aid of lipiodol, and empha- 
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sized the importance of instilling the opaque medium 
through a catheter of special make into the particu- 
lar portion of the bronchial tree to be examined. 

Dr. E. D. Churchill presented a paper on “The 
Surgical Treatment of Lung Tumors.” He empha- 
sized the importance of early recognition of serious 
diseases of the lungs, and enumerated the following 
“danger signs” which he compared with signs of 
serious disease in the abdominal cavity: 

(1) Pulmonary hemorrhage must be regarded as 
of just as serious import as rectal bleeding or 
hematemesis. It is encountered in many conditions 
other than pulmonary tuberculosis. 

(2) Pleural effusion, as in ascites in relation to 
abdominal tumors, may be the first sign of lung tu- 
mor if it is situated near the pleura. 

(3) The wheeze of partial bronchial obstruction 
is of similar import as partial intestinal obstruction. 

(4) A “change in cough habits” in pulmonary 
disease is as important as a change in bowel habits 
in abdominal disease. 

(5) Pain attributable to lung disease means little 
except carcinoma, 

(6) Cachexia and asthenia. 

The diagnosis of lung tumors by means of x-ray 
studies is extremely difficult. In some instances the 
outlines of the tumor may be demonstrated, but 
much more often dependence must be placed upon 
the shadows produced by bronchial obstruction, 
atelectatic lung tissue and accumulated secretions. 
Carcinoma of the lung is not the only condition that 
produces these changes, and they are often seen in 
tuberculosis or in “benign fibrosis’. Atelectasis of an 
entire lung is more commonly seen in tuberculosis 
than in carcinoma. Tuberculosis may again simu- 
late carcinoma by producing discrete parenchymal 
lesions, which, however, usually spread more rapidly 
than those due to the latter condition. Syphilis of 
the lung, although it is very rare, may occasionally 
be confused with malignancy; it will regress with 
luetic therapy. 

Lung abscesses are usually readily differentiated 
from tumors, although they may present marked dif- 
ficulties at times. Lipiodol injection and radio- 
graphic study usually serve to distinguish bron- 
chiectasis from carcinoma. Mediastinal tumors, 
such as neurofibromas, teratomas, dermoid cysts and 
substernal goiters, are occasionally encountered. 
They often lie in the posterior mediastinum, and par- 
tial pneumothorax may be of value in differentiating 
them from primary lung tumors. Such rare condi- 
tions as echinococcus cyst, mediastinal abscess, pri- 
mary sarcoma of the heart and omental hernia must 
be considered before establishing a definite diagno- 
sis of lung tumor. 

Tumors of the lung parenchyma itself may be pri- 
mary carcinomas, metastatic malignant tumors, 
adenomas or lymphomas. Dr. Churchill believes 
that too much emphasis has been placed on the use 
of bronchoscopy in establishing the diagnosis of 
these conditions. ._Many tumors can be definitely di- 
agnosed without resorting to this measure, and 





many tumors are so situated that they cannot be 
seen with the bronchoscope. Lipiodol injection and 
radiography may be of aid in some cases, and 
thoracoscopy occasionally is of definite value. Many 
cases, however, cannot be diagnosed even with the 
aid of all these measures, and surgical exploration 
must be resorted to. 

Dr. Churchill has performed lobectomies on a 
total of 81 patients of whom 78 are still livirg, a mor- 
tality rate of only 3.7 per cent. Five of these were 
performed on patients with carcinoma of the lung, 
1 of whom died at operation and 2 of recurrence; 2 
are living, apparently free from disease. He has 
performed total pneumonectomies on 16 patients, 8 
of whom are still living, a mortality rate of 50 per 
cent. Ten of these patients had _ bronchiogenic 
carcinoma. Five of these died at the time of opera- 
tion, 2 died of recurrence, and 3 are living. 

Dr. A. O. Hampton spoke of the value of compari- 
son of films taken with the lungs in full inspiration 
with those taken in expiration. Such comparison 
occasionally shows a ball-valve type of bronchial ob- 
struction. The position of the interlobar septums 
is also an indication of the state of the various 
lobes. He stated that a “cancer dose” of radiation 
therapy should never be given upon the mere sup- 
position of the presence of carcinoma of the lung. 
The diagnosis should be firmly established, and 
there should be definite evidence that cure by surgi- 
cal measures is impossible. Radiation therapy will 
cause alleviation of pain and stop the production of 
bloody sputum for a short time in some cases. In 
the presence of secondary sepsis in the lung and of 
a dilated bronchial tree, there is little hope of radia- 
tion being of value. 

Dr. Benjamin Castleman reported on a study of 50 
cases of primary lung carcinoma that had come to 
autopsy at the Massachusetts General Hospital dur- 
ing the past 10 years. Seventy per cent of these 
cases were in males; 30 per cent in females. The 
average age was 54 years; the youngest patient was 
27 years of age, and the oldest 80 years. Metastases 
were present in 80 per cent of the cases, being 
found most frequently in the peribronchial lymph 
nodes, although there were metastases to one or both 
adrenal glands in 15 cases. In several cases both 
adrenal glands were completely destroyed, but no 
symptoms of Addison’s disease were noted, a fact 
which might be explained by the relatively short 
duration of life in these patients. A classification of 
the histologic type of the tumor has definite prog- 
nostic value. Forty-five per cent of the tumors were 
epidermoid carcinomas, 37 per cent were adenocar- 
cinomas, and 18 per cent were the “oat cell” type. 
The latter metastasize most rapidly and have the 
poorest prognosis. 





SOUTHEASTERN MASSACHUSETTS ASSOCI- 
ATED BOARDS OF HEALTH 


The winter meeting of the Southeastern Massa- 
chusetts Associated Boards of Health was held in 
Hyannis on Wednesday, January 27, with the presi- 
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ent, T. L. Swift, M.D., in the chair. The announced 
neaker, Gaylord W. Anderson, M.D., was detained 

y duties at the State House, and in his place Wil- 
son G. Smillie, M.D., of the Harvard School of Pub- 
lic Health, discussed the scheduled subject, “The 
Report of the Special Commission to Study and 
investigate Public Health Laws and Policies.” Dr. 
Smillie was vice-chairman of this commission. 

In his introduction Dr. Smillie stated that some 
$5 years ago, a Concord man, Lemuel Shattuck, made 
a survey of health conditions in Massachusetts, his 
report being in effect a book, which he published. 
He made a good many recommendations, one of 
which, the establishment of a state board of health, 
was realized in about 20 years, and some of which 
are yet to be accepted. The commission appointed 
some time ago to review health administration in 
Massachusetts, has its report ready for presentation 
to the Legislature. Dr. Smillie exhibited the bulky 
volume containing this report, and called attention 
to a few of the important changes suggested. 

Man is continually progressing, so that what was 
customary and up-to-date half a century ago, is an- 
tiquated in these advanced days, and revision is now 
essential. For example, vital statistics are now 
cared for by the Secretary of the Commonwealth, 
but they should be placed in the Department of 
Public Health. Other matters, which Dr. Smillie 
passed quickly in review, include: licensing of lab- 
oratories, larger employment of permanent health 
officers, transfer of health care to boards of health, 
and the formation of health districts. Still other 
matters are: standards for health officers, reorgani- 
zation of the civil service with omission of the 
veterans’ preference and residence requirements, 
change of financial responsibility (excepting for tu- 
bereulosis) from settlement to residence, giving to 
health departments the right to examine suspected 
cases of communicable disease, and restraining per- 
sons in whom the presence of such diseases has 
heen established. 

The commission suggests that the care of tuber- 
culous patients be transferred from the town to the 
nearby sanitarium, that school teachers be examined 
for tuberculosis, that family contacts be x-rayed and 
that follow-up be vigorously carried on. Discontinu- 
ance of municipal hospitals for tuberculosis should 
be effected, with the patients transferred to the 
county or state institutions. 

With reference to water supplies the commission 
recommends that supervision be given to the De- 
partment of Public Health, with authority to inspect 
supplies going out of the state and the sources of 
those coming in from other states, and with general 
control of streams. Garbage control, however, the 
committee suggests should be a matter for the Pub- 
lie Works Department. There should be state-wide 
smoke control rules. Summer camps, overnight 
houses and camps, and trailers should be regulated 
in accordance with state standards. 

In regard to foods, the suggested changes would 
transfer inspections from the town to the state; 








greater attention should be paid to shellfish; rules 
governing milk should be applied to cream; and ef- 


forts should be made to extend pasteurization. In 
matters relating to maternity, the suggestions in- 


clude the desirability of improving obstetric care, the 
standardizing and licensing of maternity hospitals, 
and regulations so that cases of prematurity, wheth- 
er in the hospital or in the home, be a matter of 
record with the board of health. 

Various matters with reference to children are 
named in the proposed bettering of the health laws, 
including closer supervision of the preschool child, 
the transfer of school health supervision to the board 
of health—and this should include care of vision and 
hearing — and state subsidies to the smaller com- 
munities. It is proposed to have the State Depart- 
ment of Public Health establish standards for pub- 
lic health nursing and to group the activities in 
smaller communities so that competent nurses may 
be employed. Dental hygiene’in the schools should 
be cared for by professional dentists, with greater 
attention than at present and with especial concen- 
tration on the younger children. In nutrition, it is 
suggested that the board of health unite its efforts 
with public welfare agencies and that voluntary 
groups be encouraged to study such problems. 

In cancer, diabetes and other chronic diseases, it 
is suggested that supplementary service be avail- 
able at local hospitals, to which aid should be given, 
that diagnosis by these hospitals should be encour- 
aged, and that units in existing hospitals should be 
preferable to the establishment of separate institu- 
tions. All hospitals should have licenses from the 
State Department of Public Health, and homes for 
the aged and nursing homes should also be licensed. 

In closing, Dr. Smillie noted that legal respon- 
sibility, now widely distributed or absent, should be 
concentrated in the State Department of Public 
Health, that ability should be the policy in the selec- 
tion of professional workers, that care must be taken 
not to deprive the community of management of its 
own affairs, and that the board of health should 
supplement and not supplant the family physician. 
Voluntary agencies have done much in the past, 
but the time has come when more physicians should 
take up the care of the public health. 


The assembled health officers responded with about 
an hour’s discussion from local points of view. Dr. 
Richard P. MacKnighi, district health officer, spoke 
briefly; Dr. C. W. Milliken, schcol physician in New 
Bedford, sketched the set-up in his city, where vet- 
erans’ preference has prevented the selection of com- 
petent school nurses; Dr. A. P. Goff, health officer 
of Barnstable County, outlined conditions of conflict 
in authority; Miss Sadie E. McCarty, superintendent 
of nurses in the schools of Fall River, approved the 
eye and ear recommendations; and Dr. Cyrus B. 
Kane, of the Fall River Board of Health, discussed 
various phases of the report. The company agreed 
with Dr. Smillie, when he said, that much of the 
revolutionary work should have been done long ago. 
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and, while much of it will still linger for another 
50 years, the report will give legislators something 
to think about, will arouse public discussion, and 
will help mold public opinion. 


CLINICS FOR CRIPPLED CHILDREN IN MASS- 
ACHUSETTS, UNDER THE PROVISIONS OF 
THE SOCIAL SECURITY ACT 
Clinic Date Orthopedic Consultant 

Salem—March 1, 1937—Dr. Harold C. Bean. 

Haverhill—March 3, 1937—Dr. Arthur T. Legg. 

Lowell—March 5, 1937—Dr. Albert H. Brewster 


Gardner—March 9, 1937—Dr. Mark H. Rogers. 
Brockton—March 11, 1937—Dr. George W. Van Gor- 
der. 


Greenfield—March 12, 1937—Dr. Harry R. Wheat. 

Pittsfield—March 15, 1937—Dr. Francis A. Slowick. 

Springfield—March 17, 1937—Dr. Garry deN. Hough, 
JT. 

Worcester—March 19, 1937—Dr. John W. O'Meara 

Fall River—March 22, 1937—Dr. Eugene McCarthy 

Hyannis—March 23, 1937—Dr. Paul Norton. 


THE U.S.P. BOARD OF TRUSTEES ANNOUNCES 
A REFERENCE STANDARD FOR VITAMIN B, 
SIMILAR TO THE INTERNATIONAL STAND- 
ARD 
At the earnest solicitation of many who were in- 

terested in the preparation of Vitamin B,-containing 

products the U.S.P. Board of Trustees has secured 

a stock of a standard adsorption product containing 

Vitamin B, This is identical in character and po- 

tency with the International Standard for Vitamin 

B, and was prepared by Professor B. C. P. Jansen 

of the University of Amsterdam. One International 

Unit of Vitamin B, represents the activity of 10 mil- 

ligrams of the International standard or of the 

Pharmacopoeial standard adsorbates. 

As only a limited quantity of the International 
Vitamin B, Standard was available, the Pharmaco- 
poeia has undertaken to supply this product for use 
in standardizing commercial products. 

All preparations Vitamin B, activity 
should now express that potency in terms of Inter- 


claiming 


national Units as determined by biological assay 
The Pharmacopoeial Standard for 
Vitamin B, is packaged in 30 gm. units. The price 
is $1.00 each or $10.00 per dozen. Orders should be 
sent to E. Fullerton Cook, Chairman of the U.S.P. 
Committee on Revision, 43rd Street and Woodland 


Reference 


Avenue, Philadelphia, Pa. 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 

At 3:30 p. m. on Thursday, March 4, in the Am- 
phitheater of the Peter Bent Brigham Hospital, Dr. 
Henry A. Christian, Hersey Professor of the Theory 
and Practice of Physic, Harvard Medical School and 
physician-in-chief, Peter Bent Brigham Hospital, 
will give a medical clinic. Practitioners and medi- 
cal students are cordially invited to attend. 





HOSPITAL COUNCIL OF BOSTON 

The Hospital Council of Boston invites any phys 
cian who may be interested to attend a lunchec 
meeting on Tuesday, March 2, at 12:30 o’clock 
Perkins Hall, Women’s Educational and Industri: 
Union, 264 Boylston Street. Luncheon, seventy-five 
cents. 

This meeting is being called to discuss how th: 
hospitals may be effective in the state program f 
the control of syphilis and gonorrhea. Dr. C. Gu 
Lane will report on the recent Conference in Wash 
ington on venereal disease control work, called by 
the Surgeon General, Dr. Thomas Parran, and Dr. } 
Granville Crabtree will show the talking film, “‘For 
All Our Sakes.” This film was produced by the 
American Social Hygiene Association and discusses 
syphilis. 

In view of the importance of this subject it is 
Please 


make reservations with the Hospital Council of Bos 


hoped that there will be large attendance 


ton, 80 Federal Street, by Saturday, February 27. 
NATHANIEL W. Faxon, M.D., 


Chairman, Executive Committee. 


BOSTON SOCIETY OF ANESTHETISTS 
The regular meeting of the Boston Society of An- 
esthetists will be held Tuesday, March 2, at the Ho 
tel Kenmore 
Dinner at 6:30 p. m. 
Business meeting at 7:45 p. m 
Scientific program at 8:15 p. m 
Speaker: Dr. P. D. Woodbridge 
Subjects: 
Metycain for Spinal Anesthesia. 
Nupercain for Spinal Anesthesia. 
Report on the Recent Meeting of Anesthetists 
at Los Angeles. 
Physicians and medical students are cordially in- 
vited. KE. B. Fercuson, Sec retary. 


FAULKNER HOSPITAL CLINICAL MEETING 

The next meeting will be held on Thursday afte 
noon, March 4, at 5:00 p. m In addition to the 
usual clinical pathological conference Dr. Kenneth 
J. Tillotson will talk on “The Care and Treatment 
of Chronic Alcoholism.’ 

All physicians are invited 


BOSTON UNIVERSITY MEDICAL SOCIETY 
The next meeting of the Boston University Medi 
cal Society will be held in the Evans Memorial Au 
ditorium, 78 East Concord Street, Boston, on Sun 
day afternoon, February 28, at 5 o'clock 
PROGRAM 


Medicine and the Changing Social Order. Dr 


Morris Fishbein, Editor of the Journal of the Ameri- 


can Medical Association. 


Medical students, nurses and physicians are cor- 


dially invited to attend. 


Ropert E. Moss, Secretary. 
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BOSTON DISPENSARY 


25 Bennet Street 
Boston, Massachusetts 


Mepicat. CONFERENCE PROGRAM 


Lecture Hall, Second Floor, 9-10 a. m. 
March, 1937 

fuesday, March 2 Epidemiologic Problems in 
Poliomyelitis. Dr. W. Lloyd Aycock. 

Wednesday, March 3 — Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

fhursday, March 4—Endocrine Clinic. Dr. C. H. 
Lawrence. 

friday, March 5—Psychosomatic Relationships. Dr. 
Maurice Fremont-Smith. 

Saturday, March 6 Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Tuesday, March 9 Some Diagnostic Aspects of 
Neuroses Which Simulate Organic Disease. Dr. 
Felix Deutsch. 

Wednesday, March 10-—-Hespital Case Presentation. 
Dr. S. J. Thannhauser. 

Thursday, March 11—Cardiac Clinic. Dr. S. H 
Proger 

Friday, March 12—Some Observations on the Re- 
cent Outbreak of Epidemic Meningitis. Dr. Ed- 
win H. Place. 

Saturday, March 13 Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Tuesday, March 16—Some Aspects of the Treatment 
of Lobar Pneumonia. Dr. Maxwell Finland. 

Wednesday, March 17—Hospital Case Presentation. 
Dr. S. J. Thannhauser. 





Thursday, March 18—Social Service Case Presenta- 
tion. Mrs. Helen B. Hooker, Miss Elizabeth 
Grundy. 

Friday, ‘March 19—The Extraordinary Mildness of 
Syphilis in Central America. Dr. George Cheever 
Shattuck. 

Saturday, March 20—Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Tuesday, March 23—xX-ray Demonstration. Dr. Alice 
Ettinger. 

Wednesday, March 24—Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Thursday, March 25—Blood Clinic. Dr. Isadore 
Olef. Dr. Heinrich G. Brugsch. 

Friday, March 26—Recent Advances in Cancer. Dr. 
Joseph Aub. 

Saturday, March 27 — Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Tuesday, March 30—Surgical Clinic. Dr. Hilbert F. 
Day. 

Wednesday, March 31—Hospital Case Presentation. 
Dr. S. J. Thannhauser. 





THE BOSTON DISPENSARY 
CLINICAL STAFF MEETING 
A luncheon meeting of the Clinical Staff of the 
Boston Dispensary will be held on Friday, February 
26, in the Auditorium on the second floor of the 
Dispensary building, at 12 noon. 


eee 





At 12:30 p. m. there will be a symposium by mem- 
bers of the staff of the Vein and Tumor departments 
on the following subjects: 

1. Advances in the Treatment of Varicose Veins. 
2. The Injection Treatment of Hernia. (Motion pic- 
tures to be shown.) 

An invitation is extended to any who are inter- 
ested in the subject. 

OLIVER G. TINKHAM, M.D., President, 
ALLEN R. Barrow, M.D., Secretary. 


HARVARD MEDICAL SOCIETY 

The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheater (Shattuck Street entrance), Tuesday 
evening, March 9, at 8:15 p. m. 

PROGRAM 

Presentation of Cases. 

The Diagnostic Value and the Limitations of the 
Sternal Bone Marrow Biopsy. William Dameshek, 
M.D. 

Medical students and physicians are cordially in- 
vited to attend. 

MARSHALL N. Futon, M.D., Secretary. 





NEW ENGLAND HEART ASSOCIATION 


The next meeting of the New England Heart As- 
sociation will be held at the House of the Good 
Samaritan, Boston, Monday, March 8, at 8:15 p. m. 


PROGRAM 


1. Studies on the Use of Prontylin in Rheumatic 
Fever. Dr. Benedict F. Massell. 
The Course of Rheumatic Fever and Heart Dis- 
ease: A Fifteen Year Study. Dr. Edward F. 
Bland. 
3. The Incidence of Recurrences of Rheumatic 
Fever. Dr. John P. Hubbard. 

4. Clinical Analysis of Recurrences of Rheumatic 
Fever in Relation to Precipitating Events. Dr. 
T. Duckett Jones. 

5. Hemolytic Streptococcus Studies in Rheumatic 
Fever. Dr. John R. Mote. 

6. Short Summary of Virus Studies. Dr. T. Duckett 
Jones. 


te 


All members of the New England Heart Associa- 
tion and interested physicians are invited to at- 
tend. 

JAMES M. FAULKNER, M.D., Secretary. 





BOSTON ORTHOPEDIC CLUB 
Marcu 8, 1937 
Subject—Bone Cysts and Giant Cell Tumors 


4:00 p. m. Warren Museum, Harvard Medical School. 
Dr. Myrtelle M. Canavan: Concerning Specimens 
Desired for the Collection of Bone Tumors. 
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Dr. S. B. Wolbach and Dr. O. T. Bailey: An In- 
stance of Giant Cell Tumor Becoming Malig- 
nant Years after Curetting. 

Dr. George Leland and Dr. Shields Warren: An 
Instance of Great Local Malignancy in a 
Giant Cell Tumor of the Radius, without 
Evident Histologic Criteria of the Tumor 
Being Malignant 

Dr. E. A. Codman: Demonstration of Specimens 
of Desiccated Bones of Giant Cell Tumors as 
Compared with Osteogenic Sarcomas. 

5:00 p. m. Huntington Memorial Hospital. 

Dr. C. C. Simmons: Demonstration of Cases from 
the Massachusetts General Hospital and the 
Huntington Memorial Hospital Which at 
First Were Thought to be Giant Cell Tu- 
mors but Which Eventually Became Malig- 
nant. 

Dr. Charles Bradford: The 
Boston City Hospital. 
Dr. Sumner M. Roberts: The Experience of the 
Massachusetts General Hospital, Especially 
in Regard to the Use of Bone Chips to Fill 


Experience of the 


Cavities in Bone. 

6:30 p. m. Dinner: Vanderbilt Hall 

8:00 p. m. Amphitheater, Building D, Harvard Medi- 
cal School 

Dr. A. Brunschwig of the University of Chicago: 

Observations on the Ultimate Changes Oc- 
curring at Benign Giant Cell Tumor Sites 
Several Years Following Treatment by Con- 
servative Measures 





WACHUSETT MEDICAL IMPROVEMENT | 
SOCIETY 

The next meeting of the Wachusett Medical Im- | 
Wednesday, 


provement Society will be held on 
March 3, at the Holden District Hospital. 
6:30 p. m. Dinner. 
4t40 2. ™. 
7:30 p. m. 
Dr. William R. MacAusland, clinical professor of 
orthopedics at Tufts College Medical School, will 
speak on “Cause and Treatment of Stiff Joints.” 
F. H. WAsHBurN, M.D., President, 


N. S. ScarceELLo, M.D., Secretary. 


Business Session 


| 
| 
| 
Scientific Program. 


WILLIAM HARVEY SOCIETY 


The next meeting of the William Harvey Society 
will be held Friday, March 5, in the Auditorium of 
the Beth Israel Hospital, Boston, at 8 p. m. 


PROGRAM 


Speaker: Dr. John Martin Wheeler, professor of 
ophthalmology, Columbia University. 

Subject: Various Types of Grafts Used in Plastic 
Surgery About the Eyes. 

Chairman: Dr. Benjamin professor of 
ophthalmology, Tufts College Medical School. 


Sachs, 





BOSTON SOCIETY FOR THE ADVANCEMENT 
OF GASTROENTEROLOGY 
The next meeting of the Boston Society for the 
Advancement of Gastroenterology will be held at 
the Carney Hospital, Boston, Friday, March 12, at 
12:00 noon. 
PROGRAM 


Cases 


McKay 


Gastrointestinal 
Archibald 
Browne. 


Presentation of Unusual 
Dr. Louis F. Curran, Dr. 
Fraser and Dr. William E 

Members of the medical profession are invited to 
attend. 
LESTER R. WHITAKER, M.D., Secretary. 


ch — 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 
CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, MARCH 1, 1937 


Monday, March 1 
*4 p. m Physicians and medical students are cor- 
dially invited to attend a clinic presented by the 
Medical, Surgical and Orthopedic Services of the 
Infants’ and Children’s hospitals in the Amphi- 
theater of the Children’s Hospital. 


Tuesday, March 2 
*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston Epidemiologic Problems in Polio- 
myelitis. Dr. W. Lloyd Aycock. 
*12:30 p. m Hospital Council of Boston Perkins 
Hall, Women’s Educational and Industrial Union, 
254 Boylston Street, Boston. 
*6:30 p. m. soston Society of Anesthetists Hotel 
Kenmore, Boston. 


Wednesday, March 3 
*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Hospital Case Presentation. Dr, 
S. J. Thannhauser. 
12m. Clinicopathological Conference 
pital Amphitheater. 
p. m.-5 p. m Surgical Pathological Conference. 
Dr. Cutler and Dr. Wolbach, Peter Bent Brigham 
Hospital. 


Children's Hos- 


.. 2 
t 


Thursday, March 4 
*§:30-9:30 a. m Exchange visit, Surgical and Ortho- 
pedic Staffs of the Peter Bent Brigham and th 
Children’s hospitals, held this week at the Peter 

Bent Brigham Hospital 


*9 a. m.-10 a. m Boston Dispensary, 25 Bennet 
Street, Boston. Endocrine Clinic. Dr. C. H. Law- 
rence 


*3:30 p.m. Medical Clinic at the Peter Bent Brigham 
Hospital Dr. Henry A. Christian 
*5 p. m Faulkner Hospital Clinical Meeting 


Friday, March 5 


*9 a. m.-10 a. m Boston Dispensary, 25 Bennet 
Street, Boston Psychosomati Relationships. 
Dr. Maurice Fremont-Smith. 
m Massachusetts General Hospital Clinical 
Meeting of the Staff of the Children’s Medical 
Service Ether Dome 

8 p.m. William Harvey Society Auditorium of the 
Beth Israel Hospital. 

Saturday, March 6— 
°> a. m.-10 a. m. Boston Dispensary, 25 Bennet 


Street, Boston. Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

a. m.-12 m Staff Rounds at the Peter Bent 
Brigham Hospital. Conducted by Dr. Henry A. 
Christian. 


*10 


Sunday, March 7— 

t p. m. Free public lecture at the Harvard Medical] 
School, Building D, Longwood Avenue, Boston. 
“Preparing for a Comfortable Old Age.” Dr. 
William H. Robey. 


*Open to the medical profession 
TOpen to Fellows of the Massachusetts Medical Society. 
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February 25, 26, 27—The New England Hospital Asso- 
ition Hotel Statler, Boston. 

February 26—The Boston Dispensary Clinical Staff 

[eeting See page 365. 

February 28—Boston University Medical School. See 
re 364 

March 2—Hospital Council of Boston. See page 364. 
March 2—Boston Society of Anesthetists. See page 364. 
March 2-31—Boston Dispensary Medical Conference Pro- 
im See page 365. 

March 3—Wachusett Medical Improvement Society. See 

ge 366 

March 4—Medical Clinic at the Peter Bent Brigham 

ospital. See page 364. 

March 4—Faulkner Hospital Clinical Meeting. See 


ge 364 


March 5—William Harvey Society. See page 366. 
March 6, June 8 and 9—American Board of Obstetrics 
i Gynecolegy. See page 78, issue of January 14. 


March 8—New England Heart Association. See page 


March 8—Boston Orthopedic Club. See page 365. 

March 9—Harvard Medical Society. See page 365. 

March 11—Pentucket Association of Physicians. Hotel 

irtlett, 95 Main Street, Haverhill, at 8:30 p. m. 

March 12—Boston Society for the Advancement of Gas- 

venterology. See page 366. 

March 29-31—First International Conference on Fever 

erapy. See page 322, issue of February 18. 

April 12-16—The Postgraduate Institute of the Phila- 
ielphia County Medical Society. See page 185, issue of 
January 28. 

April 21-24—American Society 3 aeeaeeneeane Pathol- 
yy. See page 1075, issue of May 21 

July 6-11—Fifth International Congress of Hospitals. 
See page 37, issue of January 7. 

October 5-8—American Public Health Association Meet- 

g. New York City. 

October 25-29—American College of Surgeons. Chicago, 
Illinois 


DISTRICT MEDICAL SOCIETIES 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


March 3—The March meeting will be held at the Lynn 
— Clinic at 5 p. m. Dinner at 7 p. m. Speaker: 
I John Fallon of the ’Palton Clinic, Worcester. Subject: 
U a rine Prolapse. 

April 7—Essex Sanatorium, Middleton. Clinic at 5 p. m. 
Dinner at 7 p. m. Speaker: Dr. Francis B. Trudeau of 
Saranac Lake, New York. Subject: Personal Reminis- 
ences of a Son of a Distinguished Father. (Illustrated.) 

May 12—Annual Meeting. Salem Country Club. Speak- 
er: Dr. P. P. Johnson of Beverly. Subject: A Trip to the 
Bahamas and Guatemala. (Illustrated.) 


R. E. STONE, M.D., Secretary. 


FRANKLIN DISTRICT MEDICAL SOCIETY 
Will meet at the Weldon in Greenfield at 11 a. m. the 
second Tuesdays of March and May. 
CHARLES MOLINE, M.D., Secretary. 
Sunderland 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
March 16—Danvers State Hospital, Danvers. 
May 11—Bear Hill Golf Club, Stoneham. 


KENNETH L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Avenue, Melrose. 


NORFOLK DISTRICT MEDICAL SOCIETY 


March 30—8:15 p. m. New England Deaconess Hos- 
pital. A Symposium on Diabetes entitled “A Survey 
of the Diabetic Work of the George F. Baker Clinic 
in the New England Deaconess Hospital.’’ Communica- 
tions and Case Presentations by the Staff. Drs. Elliott P. 
Joslin, Howard F. Root, Priscilla White, Alexander Marble 
and Allen P. Joslin. 

May—Annual Meeting. Details to be announced. 


Note: The Censors will meet for the examination of 
sandidates on the first Thursday of May. Fee of $10.00 
is payable at the time of examination. Application 
blanks may be obtained by writing the Secretary, fur- 
nishing name, address and name of school of graduation 
in medicine. Application must be made at least three 
weeks prior to date of examination. Candidates whose 
applications are on file will receive proper notices. 


FRANK 8S. CRUICKSHANK, M.D., Secretary. 
1247 Beacon Street, Brookline. 





PLYMOUTH DISTRICT MEDICAL SOCIETY 
March 18—11 a. m. Brockton Hospital. 
April 15—Annual Meeting. 11 a.m. Ducy Hospital. 
May 20—1l a.m. Lakeville State Sanatorium. 
FRED F. WEINER, M.D., Secretary. 
231 Main Street. Brockton. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


March 31—Boston Medical Library. 8:15 p. m. “Social 
Insurance—It Affects the Medical Profession.’’ Dr. Charles 
E. Mongan. Discussion: Dr. Channing Frothingham. 

April 28—Annual Meeting. Boston Medical Library. 
8:15 p. m. “Problems in Surgical Diagnosis.’””’ Dr. How- 


ard M. Clute. 


CONRAD WESSELHOEFT, M.D., President, 
CHARLES C. LUND, M.D., Secretary. 


WORCESTER DISTRICT MEDICAL SOCIETY 


March 10—The Memorial Hospital, Worcester. 6:15 
p. m.: Dinner—complimentary by the hospital. 7:30 p. m.: 
Business session and scientific program. 

April 14—Worcester Hahnemann Hospital, Worcester. 
6:15 p. m.: Dinner—complimentary by the hospital. 7:30 
p. m.: Business session and scientific program. 

May 6—At 4:30 in the rooms of the Worcester Medical 
Library, Inc., at 34 Elm Street, Worcester, will be held 
the spring meeting of the Board of Censors. 

Wednesday Afternoon and Evening, May 12—Annual 
Meeting. Time and place for this meeting will be an- 
nounced in an early spring issue of the Journal. 


ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester. 


— 
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Sickness and Insurance. A Study of the Sickness 
Problem and Health Insurance. Harry Alvin Mil- 
lis. 166 pp. Chicago: The University of Chicago 
Press, 1937. $2.00. 

A Layman’s Handbook of Medicine. With Spe- 
cial Reference to Social Workers. Richard C. Cabot. 
Revised Edition. 541 pp. Boston and New York: 
Houghton Mifflin Company, 1937. $2.50. 

Nostrums and Quackery and Pseudo-Medicine. 
Arthur J. Cramp. Volume III. 232 pp. Chicago: 
American Medical Association, 1936. $1.50. 

A Woman Surgeon. An autobiography. Rosalie 
Slaughter Morton. 399 pp. New York: Frederick A. 
Stokes Company, 1937. $3.00. 

The Extra Pharmacopoeia. Martindale. Published 
by direction of the Council of the Pharmaceutical 
Society of Great Britain. Twenty-First Edition, Vol- 
ume I. 1182 pp. London: The Pharmaceutical 
Press, 1936. Twenty-seven shillings and sixpence. 

Maternity and Post-Operative Exercises. Mar- 
garet Morris, in collaboration with M. Randell. 152 
pp. New York: Oxford University Press. 1936. 
$2.00. 

The Arbitration Journal. Published by the Amer- 
ican Arbitration Association in collaboration with 
the Chamber of Commerce of the State of New York 
and the Inter-American Commercial Arbitration 
Commission. Volume I, Number I, January, 1937. 
114 pp. Single copy 60c. 

Essentials of Electrocardiography. For the Stu- 
dent and Practitioner of Medicine. Richard Ashman 
and Edgar Hull. 212 pp. New York: The Mac- 
millan Company, 1937. $3.50. 

Autopsy Diagnosis and Technique. A Manual for 
Medical Students, Practitioners, Pathologists and 
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Coroners’ Physicians. Otto Saphir. 342 pp. New 
York and London: Paul B. Hoeber, Inc., Medical 
Book Department of Harper & Brothers, 1937. $5.00. 


BOOK REVIEWS 


Oral Diagnosis and Treatment Planning. A Text 
for the Dental Student; a Reference Book for the 
Practitioner and Medical Student. Kurt 4&. 
Thoma. 379 pp. Philadelphia and London: W. B. 
Saunders Company. $6.00. 


The preface of this book states the plan of pres- 
entation of the author’s material, and the text cor- 
roborates this plan. The excellent illustrations are 
well placed in the text, usually adjoining the 
description of the lesions. The arrangement is 
such that easy, quick access to any reference is 
expedited. The book will be an admirable refer- 
ence book for physician and student. For the 
busy dentist it will be invaluable—a master-key to 
diagnosis. Today the dentist’s responsibility ex- 
tends beyond the care of the teeth. He must con- 
cern himself with the oral cavity and its relation 
in health and disease to the rest of the body. 
Cooperative association with colleagues in medical, 
dental and surgical professions is necessary. (A 
certain number of graduates with a Doctor of Med- 
icine degree may well consider specializing in oral 
diseases. Postgraduate studies obviously will pre- 
cede the production of the oral specialist of to- 
morrow.) 

The book is divided into three parts. -In Part I, 
philosophy of treatment-planning is discussed from a 
broad point of view. Detailed therapeutic methods 
are omitted intentionally. Such an inclusion would 
have demanded an encyclopedia of dentistry. Spe- 
cial methods of examination are described in Part 
II. The immature development of this fertile field 
is recognized by the author. However, knowledge, 
principles and procedure8 acquired in the funda- 
mental sciences are applicable practically in diag- 
nosis. Part III deals with Special Diagnosis of Den- 
tal and Oral Diseases, and is arranged from an 
anatomic standpoint with subdivisions based on the 
most evident symptoms rather than etiologic fac- 
tors. This method promotes gross and fine visual 
acuity—macroscopic and microscopic. Special meth- 
ods and tests are described in detail. Compari- 
son is made of tissues in health and varying 
stages of disease. Although the book is not a trea- 
tise on pathology, there is presented such pathol- 
ogy as is essential to practical use, based in turn 
on the experience of the author. 

Several chapters are of outstanding interest. 
Chapter VIII (General Physical Examination) 
opens with a _ brief discussion of the psychic 
state of the patient. The author sums up in 
twelve lines (one paragraph in the entire book) his 
views on the psychogenic side of disease. Chapter 
IX is an excellent presentation of laboratory tests. 
Sedimentation rate, as an indication of infection, is 
considered important. (It might be added that a 





corrected index for secondary anemia, fever, star- 
vation and food ingestion must be considered in ac- 
curate evaluation of this test. Also, the sedimenta- 
tion rate is a determinant of altered tissue function 
and not of infection per se.) In Chapter XI, the 
author presents, in a clear concise manner, his views 
on the value of roentgen examination, its technic 
and its interpretation. Chapter XII stresses the 
need for consultants. It is well put and factual 
Chapter XVII deals with the author’s conception 
and designation of involvement of the entire tooth 
by a chain of pathologic processes, usually consid 
ered as separate.entities. It is excellently done 

This is a one-man book, but practically every state- 
ment has authority behind it. The years of experi- 
ence devoted by the author to private, hospital, lab- 
oratory, research and scientific practice are proved 
in this book; and therefore his statements of the 
relations between oral infection and systemic diseases 
are most pertinent. It is hoped that a follow-up 
of the same patients yearly by himself and other 
consultants will convert opinion and experience into 
indisputable fact. Whereas follow-up of patients 
before and during actual treatment is emphasized, 
follow-up after the patient has recovered and returned 
to the consultant is not mentioned. The one without 
the other is incomplete in so far as facts are con- 
cerned. There should never exist a schism between 
the search for truth and fact and the source of it. 
Surely here is one specialty where consultants can 
refer patients yearly for an oral check-up. The inter- 
ested scientist and humanist desires it above all. 

This is an excellent book which contains a wealth 
of practical information, made available to the reader 
in a concrete but attractive manner. It is recom- 
mended to the student, physician and surgeon as 
a valuable addition to his library; to the dentist, 
dentist-physician and student of dentistry as being 
indispensable in everyday practice. 


The Practice of Medicine. Jonathan Campbell 
Meakins. 1343 pp. St. Louis: The C. V. Mosby 
Company. $10.00. 


This book is a distinct contribution to the teach- 
ing of medicine, and reaches close up to the level 
of the hitherto incomparable textbook of Osler. 
Like the latter it reflects the personality of the 
author both in style and arrangement of subject 
matter. All recent material is included, and the 
employment of many excellent tables, graphs, and 
x-ray and colored illustrations, which vitalize the 
text, is a real innovation. 

The author takes great pains to clarify disease 
phenomena by insisting on a clear understanding of 
the underlying pathologic anatomy, physiology, bio- 
chemistry and etiology. He also emphasizes the 
importance of recognizing disease in the functional 
state, when treatment may yield the best results. 

The style is lucid and concise, yet each topic is 
dealt with thoroughly and comprehensively, so that 
it reads much like a monograph; the book is com- 
plete even to the extent of including a brief, work- 
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.ble bibliography. The discussion of treatment is 
ip-to-date. 

There are a few minor details for criticism. The 
jinding in a book of this size should be stronger. 
\ specific heading at the top of each page would 
nake the use of the book easier. A few misspelled 
words have crept in, as “pruritis,” “erythemia” and 
dypsomania.” One looks in vain for a discussion 
on the important subject of lung abscess. However, 
these are minor matters, and undoubtedly they 
will be corrected in future editions, which may be 
safely predicted. In general this is an admirable 
work of its kind and will serve well both the stu- 
dent and the practitioner. 

Roentgen Interpretation. A Manual for Students 
and Practitioners. George W. Holmes and How- 
ard E. Ruggles. Fifth Edition, Thoroughly Re- 
vised. 356 pp. Philadelphia: Lea & Febiger. $5.00. 


The authors present in this volume a brief survey 
of the field of roentgen ray diagnosis. The essen- 
tials of “Roentgen Interpretation” are so well done 
that any physician, dentist or student may well 
find its condensed information more valuable than 
i.umerous specialized volumes. 

Emphasis is repeated that roentgen images are 
shadowgraphs, the record of the varying opacities 
through which rays pass, and that they are subject 
to the possibility of erroneous deductions conse- 
quent upon the fact that they are shadows. Knowl- 
edge of “normals” is more than necessary for ac- 
curate comparisons to pictures of disease. Several 
excellent rules are presented: 

(1) Become familiar with the projected appearances 
of normal structures. 
(2) Use routine positions for all examinations so 
far as possible. 
(3) Do not attempt to include everything on one 
large film. Several small films are preferable. 
, Do not make a diagnosis before everything 
possible has been done. 
solutely essential. 


Thoroughness is ab- 


(5) Do not express an opinion on poor films. 


This is the fifth edition of a standard work and 
is revised thoroughly and brought up to date. Paper, 
illustrations and type are excellent. 

The reviewer carefully read this book twice. The 
second reading registered more intensely the many 
valuable observations presented by these men. The 
descriptions of bone and joint lesions throughout 
the book are sufficient to excite anyone interested 
in these topics, and one pauses to consider how many 
similar pictures are diagnosed “arthritic” 


novice 


by the 


The book divides up the entire body, and chapter 
by chapter details sufficiently more information than 
one may anticipate. It is a practical, sound, concise 
work, and the many references are readily acces- 
sible. The “Contents” include an Introduction, Con- 
fusing Shadows and Artefacts, Anatomic Variations 
and Development, Fractures and Dislocations, Bone 
Pathology, The Skull. The Spine, The Joints, Ten- 









dons, Bursae, The Chest, The Gastro-Intestinal Tract, 
The Genito-Urinary Tract, and Fluoroscopic Tech- 
nic. Here is a book recommended highly to all 
interested in medicine and surgery. 


Atlas of Congenital Cardiac Disease. Maude E. 
Abbott. 62 pp. New York: The American Heart 
Association. $5.50. 


Congenital heart disease comprises a very small 
part of cardiac pathology and to many physicians 
it is stiJl a terra incognita filled with bizarre and 
undiagnosable conditions as fearsome as the sea ser- 
pents shown in the unexplored regions of the world 
in ancient maps. No one now living, however, has 
been a more able guide to this obscure region than 
Dr. Maude Abbott. To her labor of a lifetime, car- 
diology owes a correlation of pathologic and clinical 
material which has aided enormously our ability to 
understand and diagnose congenital abnormalities 
of the heart. 

This Atlas consists of two parts—The Develop- 
ment and Comparative Anatomy of the Heart, and 
the Clinical Classification of Heart Disease. Ex- 
cellent illustrations have been used, drawn from 
both old and modern writers. References to classi- 
cal papers are given in abundance. Each type of 
defect is discussed in a paragraph or two at the 
beginning of a page, below which appear descrip- 
tions of the illustrations on the opposite page. The 
whole field has been covered with but very few 
omissions. The book puts in readily usable and per- 
manent form the author’s exhibit first shown in 
1934 at the Centennial Meeting of the British Med- 
ical Association. It is the groundwork for a com- 
plete textbook on the subject which, it is hoped 
Dr. Abbott can shortly complete; but even without 
this, the Atlas should be in the hands of every phy- 
sician who wishes to penetrate this fascinating field. 
From the mastery of diagnosis of the types of con- 
genital heart disease comes a knowledge of prog- 
nosis, and for the general practitioner, as well as the 
specialist, there lies great value in prognostic abil- 
ity in spite of the limitations of therapy in these con- 
ditions. 





Surgical Diseases and Injuries of the Genito-Urinary 
Organs. Sir John Thomson-Walker. Second Edi- 
tion. Edited by Kenneth Walker. 974 pp. Bal- 
timore: William Wood & Company. $10.00. 

The first edition of Sir John Thomson-Walker’s 
textbook was published in 1914; twenty-two years 
later this revised edition, edited by Kenneth Walk- 
er, came off the press. It is a sound, substantial 
treatise, characterized by a common-sense approach 
to the problems of urology. The illustrations are 
well-selected and serve a useful purpose. 

The reviewer would like to speak in unqualified 
praise of this volume, but he must admit that in 
certain respects he found it somewhat lacking. It 
is a difficult task to bring a textbook of twenty years 
ago strictly up-to-date, unless the entire book is re- 
written. When this is not done, a patchwork effect 





will be noticeable. 
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Urology has advanced so rapidly in the past two] International Health Division. Annual Report, 1935 


decades that all the accepted opinions of twenty years 


ago have undergone alteration, some more and some 


less. 

Among the more eyident departures from mod- 
ern thought we find the following: undue emphasis 
laid upon the occurrence of reflex anuria; neph- 
ropexy by means of sutures passed through the 
renal cortex; nephrostomy in infected hydroneph- 
rosis as a preliminary to plastic operations upon 


omission of the use of x-rays taken 
of removal of 
omission the 
Cabot and ureteroenteros- 
tomy cases bladder exstrophy (the 
carded Maydl operation fully described) ; 
plantation of the ureters into the vagina for diver- 
omission recent ad- 
criticism of perineal 


the renal pelvis; 
during the 
renal calculi; 
Mayo Clinic, 
in 


course an operation for 


of recent reports by 


others on 
dis- 
im- 


of now 


is 
sion of the urinary stream; of 
vances in cystometry; unjust 
prostatectomy; omission of any reference to the very 
the orchid- 
Wangensteen. 


contributions to subject of 
opexy made Torek and 
The book as a whole seems to be more a reflection 
of Thomson-Walker’s own views on urologic surgery 
than of modern thought on that sub- 
ject. In this the reviewer has 
found it to be interesting and essentially sound. 


important 
by 


a summary 


spite of criticism, 


H. Roe. Fourth 
The C. V. Mosby Com- 


Principles of Chemistry. Joseph 
Edition. 475 pp. St. Louis: 


pany. 


29 °r 


$2.75. 


This is an unusual textbook of chemistry, judged 


by the orthodox textbooks. It was written for 
schools of nursing, dietetics, and home economics, 
and was evolved from an outline issued by the 


National League of Nursing Education. The greater 
part of its 334 pages of text is devoted to what might 
be called applied biochemistry. There follow some 
sixty pages of laboratory exercises, with blank pages 
for notes. The appendix abridged tables 
for the nutrient value of foods. 
useful glossary and a complete index. 

Although necessarily superficial in treatment, 
this book covers a surprising number of useful topics. 
Among the chapters are those on units of measure- 
ment; the periodic law and atomic numbers; 
tion and ionization; 
reduction; carbohydrates; 
vitamins; the internal secretions; 
of excretion. 
analysis; tests on milk and blood; the fermentation 
of carbohydrates; and many 
exercises demonstrating the 
of enzymes, and the like. 

At the end of each chapter there are a dozen ques- 
tions for study. The book simply and 
attractively illustrated and printed. particu- 
larly adapted to train those deal with foods 
and the practical aspects nutrition. It should 
recommend itself to those who give courses in con- 
nection with clinical nursing and dietetics. 


contains 


There are also a very 


its 


solu- 


the atmosphere; oxidation and 


proteins; metabolism; 
and the chemistry 


The laboratory exercises include urine 


illustrative 
of iodine, 


instructive 
properties 


is written 


It is 
who 
of 





286 pp. New York: The Rockefeller Foundation 


During 1935,-the expenditures of the public healt 
work of the Health Division total 
$1,916,303.20, total amount expended 


International 


bringing the 


by this agency from 1913 to date to $56,033,207.4¢ 
Much of the work reported covers field and lab 
oratory research on yellow fever, malaria, hook- 
worm disease, tuberculosis, and yaws. Of much 
interest is the discussion of the so-called jungl 
yellow fever, a type occurring in rural or jungl 
districts and transmitted without the intervention 
of the vector, Aedes aegypti. The problem oi 


insect-borne yellow fever is markedly simplified by 


the use of three measures. These are as follows 


the organization of special squads for the discover’ 
of producing foci; the routine application of oil to 
all containers of water found with mosquito larvae; 
capture of adult A. aegypti by special capture- 
squads for the localization of hidden producing foci 
It that the 


the 


is 


suggested jungle type may occur 
in man as accidental infection secondary to an 
epizootic in the lower animals. 
Snow on Cholera. John Snow. 191 pp. New York 
The Commonwealth Fund. $2.50. 


This reprint is of the 
the 

cholera based on 
of the 
in 


two classic papers by John 
transmission of Asiatic 
studies in London. The story 
3road Street pump, familiar to all interested 
public health work and 
now easily in an 


Snow on mode of 


his 


in epidemiology, can 


be read accurate reproduction of 


the original. 


Food and the Principles of Dietetics. Robert Hut- 


chison and V. H. Mottram. Eighth Edition. 634 pp. 

Baltimore: William Wood & Company. $6.75 

The science of nutrition has progressed so ra; 
idly in three vears that an eighth revision of thi 
well-known book has been found necessary. In the 
revision most of the text has been brought up to 
date, and a chapter has been added on the History 
of Dietetics. Except for the first few and some of 
those at the end, the remaining twenty 


chapters 
describe the composition, the digestibility and nu- 


tritive values, and the use and abuse of most of 
the different foods. As an unusual feature. some 
space has been devoted to the patented and pre- 


pared foods. The first chapters deal with general 
considerations relating to food 
to the cooking 
food, the principles of feeding 
hood, the 


, and those at the end 
and digestibility of 
in infancy and chiid- 


are devoted 


food best suited to patients with most 
diseases, some dietetic “cures”, and the use of 
predigested foods and artificial feeding. As a ref- 


erence book on dietetics, the book is very complete, 
the point of view on controversial matters is emi- 
nently just, and the text is illuminated by several 
colored plates, as well as by numerous schematic 
figures of the composition of foods. The book will 
be found useful and valuable for those learning or 
practicing dietetics. 








